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PREFACE 



Inequities of access to health care and service provision are considered to be 
nisjpv problems by health policy maimers toda^, , Originally it was thought that 
these- inequities resulted fr6m shortages of physician. manpower/ Hpvever^ the 
persistence of consumer dissatisfaction^ desp;ite the substantial increases in 
overall physician sapply have made it apparefit that th^se ineqiiities are 
related to disparities in physician distribution by specia^y apd geography 
vhicf) are somewhat concealed by aggregate analyses of pbysi^ian supply.. 

This paper yill attempt to describe vhjt is presently known i^bou^t physician* 
supply and distribution and will-present projections of the supply for phy- 
sician specialist^ through 1990. Due to *the potential for physician extenders 
to perfono a significant role ia healch care delivery^ the pre$ent Supply of 
phy sici &n,^x tenders ^ namely phy si c i an assi^ tant s and nurse pr^c ti ti oners wi 1 1 
also be described and supply projections developed. ^ ' ] ^ ' 

While the descripti.on of the present* supply of physicians should t>e relativel"y 
str&ight forward y it is nonet-he less compl icated by ' the fact that special ty - 
definitions are not discrete and relevant 'data, are either not ' avail abl e. or 
suffer frora being somewhat inaccurate^ inaccessible or incomplete. Estimates 
of the future supply j>f ^pbysician Specialists and physician extender manpower 
are more diffi'calt b^caus^ of tVie uncertainties involved in estimating future 
changes i-n' productivity and t^sk del^g;a^ion patterns, >a$ w^ll as potential 
changes in national policy wi th ' respect* to the support of graduate medical 
education and the influx of foreign mediodl graduates. 



PRESEMT PHYSICIAN SUPPLY . ^ 

InCroducCion 
' — * ^ 

The idenCi f icaCibn and classif icacion of pl^ysician specialists Is done according 
to_ several diffeiient methods ^ eacl^of which has its inherent advantages and' dis- 
advantages* Thes^ various methods are based upon self-designation of specialty^ ^ 
State licen^re data» board certification status and specially society membership* 
Depending upon the method u&ed» different numbers of physicians by specialty will 
be expressed. A more important aspect of djupply is the actual productivity of phy- 

. sician s{^ecialists attd the <iuantities oP.medical and surgical services rendered by 
them*' At present^ specialists and s[^ecialty services are not synonymous^ because 
there ar^ many pverlaps in the' provision of services both lamong specialists and 

'between'Specialista and mid-level health practitioners* 

Data Sources , 

The major sources of data on physician manpower are the American Medical Associ- 
ation (AHA) and the American Osteopathic Association (AOA) master files/ the AHA 
and AOA board certification data^ licensure data» and specialty society'juembership 
data. Descriptions of these data sources^ along with their inherent assets and 
UniiCations are displayed*in Table 1. Comparative studies of the available .data 
sources by individual specialties and States have shown the AMA and the AOA data to 
be the most complete and accurate ,( 1/2/3 /) Thrfefore^ these sources will be used 
as a basis for this discussion o-f physician' supply. P 

Total Physician Supply -M976 

Accor<jing to the AMAi and AOA files there were approximately 748^440 active ^f.D.s 
and 14^330 active D.b.s as of December 3U 1976. They were distributed among the 
specialties as displayed in Table 2 . (A/5/ ) 
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Care Physic/4^ Supply (K.D.s) 



**Priii|ary Care" is an Solving concept of health services organization and provision 
in the United States.). This concept means differ^etit things to different people^ and 
several groups and a Host of writers have attempted to define ithe concept* Unanim^ 
ity op opinion is elud[ive» complicated by the difficulty of defining primary care 
physicians apart from torimary care services and primary care problems. The defini- 
tional problem is further complicated because our health system is evolving^ and it 
ia difficult to understand in writings and reports whether the authors are describ- 
ing primary care ^s it lis today in this country^ or as it^as Hkcly to evolve in' 
the future through a laisaez faire market system^ or as the au triors, would hope *to 
shape the system thVougri legislation and other controls and incentives. 

The Health Professions Educational Assistance Act of 1976 (p.L* 94-484) ^ includes ' ^ 
^ family medicine ^ general internal medicine and' general pediatrics ad primary care 
specialties. The following tables and narrative use this convention. .' V 

Between^9ff3 and 1976^ growth among the, special ties has varied as shown irt^^ble ^7 
Deapit^.a 33 percent Incfeaae in total H.D.a between 1963, and 1976 (261,788. td . ; /^r, 
348^4^0) the most significant trend in H.D. specialty distribution, bas b^*en tti^ 
decline in numbers of physicians in general prac tice . ( 6/7 /) However /since the* ■ 
AMA does not distinguish between general practice ^and family practice th^ae^nupbera 
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TABLE : 

Dstd Sources on Physician Specialty Supply 



Self-designation of specialty gives no* 
indicatioq^of specific training m the 
area and also tend$ Co overestimate 
specialty Jtnanpover , and underestimate 
general practice manpower* Published 
data provide no LnformaCion oti the time 
devoted to other specialty areas and 
activities caaking it dttficult to 
determine' full -time equivalent manpover* 2/ 

A<^uracy of data on foreign metlicaL 
^taduates is debatable as is the accuracy 
of specialty distrib^itions because 
increasing numbers of physicians are 
being relegated to the '^non-classif ted" 
category* 3/ 4/ ' 

Can he difficult ^nd/or expensive to 
obtain unpublished tabulations. 

Published data usually two years out 
of date. 



Data Sources 

i 

The American Medical Association Haster 
File. 

Contaitia data on all knovn M.D.s in the 
United States^ obtaine4 by surveys per- 
formed every three to foui* years and up'- 
date4 annually by selected aailifkgs to 
specific physicians for vhom a change 
in status has been, indicated. U 

Physicians are Hated by self-designation 
as to their specialty^ activity and*'* 
location according to hew they spend the 
taajority of their tiiae* 66 specialties ' 
are included vitfnn vhich 8 activity 
categories .are included. 



Assets 

Host complete source of data on aHopathic 
physicians^. Published and updated annually 
providing trend data 
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TABLE 1 (con'tC 



Data Sources on Physician Specialty Supply 



Data Sour<^«d 

The AmericaT) Osteopathic Association 
Haater File. 

Contains information on both member and 
nonMDfeinber osteopathic physicians as to 
location and updated annually. Augmented 
by Purveys pcrfonaed in 1956^ 1967, 1971 and 
19J6 which yielded additional data on 
speciattyj age and activity status. 5/ 



Lt censure Data . 

Provides data on numbers of physicians 
licensed by State. Disaggregated by * 
whether or not physician attended a 
U.S. or foreign medical school. 



Assets 

Most <fi>mplete source of data on osteopathic 
physicians. ' * 

Updated annually^ and thus, only source of 
trend data on osteopathic physicians 

In aoi^e cases the data are comparable to 
the AMA data. 



Contains data on physici^s who have 
received licenses; therefore one can 
be sure^ailuncredent ialled phy<'>icians 
are exc ludedT^y 

Pul>!ished and^updated annually, so trend 
data are available. 



Limi tj 

The ^problems associated with self- 
d**s igiiat ion relating t^ the AMA data al^o- 
apply to the AOA data. 

Specialty data only available for survey 
yearsi and when pvibliahed contain infor- 
mation up to three years out of dace. 

Accuracy of specialty data questionable 
because large numbers of physicians arc 
relegated to the non-cUss i f led category. 6/ 

Sot always comparable to AMA data. 

Underestimates true physician supply 
since It ej(cludes. all physicians who are 
not licensedk- such as some of ^hose in 
teaching and administration and research^ 
and some FMGs who are providing important 
services despite their unlicensed status. 

No information on specialty and practice 
activities of licensed physicians. 

Duplication often occurs between various 
State licensure boards^ 
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Dat^ Sourcea on Fbyaician Specialty Supply 



Assets 

Hoa^eh/fecttv^^-ciriteria of physicians' 
^ po$ t>g^^duace training in opeci tic 
spec 1^1 ty areas . 

Published and updated annually so trend 
data are available. , 



T 



Ttati Sources • 

B%rd*Ca«rb,ific&tLon Data, 
Gives information on tbe numbers of 
HlD.e bertifiied by the 22 medical and 
surgical boards and tbe nimibers of 
D,0,s certified by the lA osteo- 
pathic specialty boards, 6/ 



^pejcialty Society MeaberBhips< 
Included numbers ^^d distributions of> 
M,D,3 in over 130 specialty 
societieSr 9/ 



Gives setae indication of physici^n^s 
interests in specific areas of medicine 
not revealed in oth^r AMA specialty 
cla&si f ications > Published and' updated 
annually, « " f 



Limitations 

Excludes almost^tialf of M.D. supply as 
reported by tbe AMA and 4/5 of the D,0, 
supply as reported by the AoA. 

Duplicate counting occurs due to over* 
lapping memberships in variou* specialty 
boards, ^ 

Does not necessari ly ^represent physician's 
present specialty activities. 

Gives tM> indication of physician's training 
or background itv a specific specialty area 
represented by the society. 

Duplicate memberships often occur. 

Does not necessarily represent/ the present 
activities of the physician^ 
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TABLE I (con't) . ' ' . 

U -American Medical Association Physician Ma^cer Fiie.' American Medical Associacion» Chicago* IUi/1015 1S17^ / ^ ^ 

2/ For example* a physician may report his or her prpfessional activities in a typical wotk week consist inj^ of 30 hournS^of 
^ patient care and ^0 hours of teaching and resear<;h, -and in addition specialty ^activity is reported as 2S hours of internal 
medicine and 25 hours of dermatology. This precludes detTermi nation of rvumber of FTE ph/^ician^ irv direct patient care'. 

3/ According co cohort ^JLudy of physiciTlftw immigrating to theJUnited States bexveen 1961 and' 1971 an estimated 33 *p<rrcent of ' ' 

27,710 iBsaigrant* in the cohort were- not on the*AMA Masteiff^i le, Kleinman, J.C, Physician Manpower Data: "The ;Case of Zh^ 

f Missing Foreign Medical Cradoatesi" Medical Care , 12:906, 1974. Others believe that the ^^MA does dccotl?it for all FMCs-^ « - V 
Butler, I, and Schaffner , R.^ **Foreign Medical Graduates and E<^ual Access to Medical Cart»" Medical C^re , ^ (2) H^-^^* \ 
March-Ar>riK 1^74. *^ ^ ' , - \" 

4/ From V>Z in 1970 to 30tl29*in 1976 for M.D,s» Goodman* Louis J,^ Physician Distribution and Medical Licensure in 

the U.S: , 1976 . -ChicagOi ^^erican Medical Association', 197^, . "n % 

' 1976 Directory ^ Amer ican Osteor>athi<; Association, Chicago, 1976. _ . 

6/ ' Prom 901 in l97l to II > 584 D-O.s in 1976, to 653 in 1970, Al tender fer » M.E, Osteopathic Physicians in. the A Report of a T9H Suryey , 

^ BttRDi DHEW, Publication Ko. (KtlAJ 75-60i 1975 and American Osteopathic Association* 1974 Master File, Liaison Co[rTOitL,ee on Osteopathic Informat 
Osteopathic Manpower Information* Project , Fitxal Report > Hay 20 . *197 7 . ^ , 

7/ At ^present it is estip^ted that there are about 36^500 physicians in the country who do' not hold a regular Stat;^ License. 



At^present it is estiP^ted that tnere are about j6,>00 physi 
Cood^n^^,^^iis J., E^tribution af Fhysiciana , 1976, p. 577. 



8/ For M.D.Si Am^r"ft:an Medical Association! Profile of Hedical Practice 1977 , Chicago* 1977, p. lOl, For D.D.s see, ^ 
Liaison 'Coflini ttee on Osteopathic'^nformation Osteopathia Manpower Inforpation Project , Final Report » May 20, 1977, 

9/ in 197_4» over 130 such societies existed, tn whic'h there were 342,090 members fSpresenting W percent of all active physiqians 
^ during fhat-year. American M^ditral Association, Profile of Hedical Practice 1975-1976 , Chicago, l976. 

J 

. f . ^ ■ 



TAtal'Act^ve 
' .(M 



• ' TABLE 2 , - 

anii Plfrceqt 'pistribution of Physicians 
D.^ and D.O.sJ by Specialty ^ ' ^ 

. ^December 31, .1976 ^ 



Total Acjrfve 
Primary Care^ 



Genef ^ and Family Practice 
Internal Medicine 
Pediatrics 

. Medical Specialties 

Allergy ^ ' 

Cardiovascular Dr9%ase 
Dermatology 
Gastroenterology 
Pediatric Allergy 
Pediatric Cardiology 
Pulmonary Disease ^ 
Miscellaneous Medical Specia 

Surgical Specialties 

General Surgery 
neurological Surgery 
Obstetrics /Gynecology 
Oph^tha Imology 
Ortho^dic Sut^ery 
Otolaryngology , 
Plastic Surgery 
^ Colon and Kectal Surgery 
Thoracic Surgery 
Pr oc to logy 
Urology 
' All OtJ&er Surgery 




- if timber ' 

-343,443^-^ 

135,881 

55,479 ► 
57 ,^11 
22,49i 

. 18,955 

1,704 
6,769 
4,817 
2,374 
.477 
' 548 
^ 2,266 



98,667 



Percent 

100. 0 

39!o 

15.9 
16.6 
'6.4 ' 

5.4 



Kumber 

8,644 

* 456 
171 



D.O.s 



3/ 



^26ft 



28, 



"1,337 



Percent 

1-00.0 

61.8 

57.3 
3.3 , 
1.2 

1.9 




32,292 


^.3 


• -503 


3.6 


2,985 


0.9 


9 


O-.l 


22,294 


^6.4 . 


257 
232-' 


1.8 


U,455 


3.3 


1 .7 


11,814 


■ 3.3 




1.0 


5,864 


, 1.7 




2.351 


0.7 






673 


■0.-2 ' 






2,036 


0.6 


17 


0.1 


6,903 




111 


0.8 


2.0 


56 


0.4 






• . 11 


0.1 
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sth6sioli<gy 
•Jfchild P8y<?hiatry 
Diagno^ic Radiology 
Fo^^ic Patholdgy 
^'den|ral Preventive .Medicine 
" Neurology > 
. OccupaCional Medicine ^ 

JPathology 
' physical Medicine 
Psychiatry 
Public Health 
Radiology 

Therapeutic Radiology 
All Other, and Unspecified 



9LE*2 (Con't) 



M.D.s 




Humber 

94,940 

660 
13,182 
2,644 
3,832 
207- 
■ ^08 
4,425 
2; 322 
11,919 
1,715 
24 ,A32 
2,600 
11,728 
1 ,'20'9 
13, -2 57 



Percent 



27.3 



0, 
3, 

^, 
1, 
0, 



0.2 
1.3 



D.O.s 



number 



3,733 



338" 



34 

87 
60 

14 1-' 



309 
2,789 



Percent 



26.7 



2.4 \ . 



0.3 

0.6 
0.4 
0.8 

2.2 

20.0 



its' 



Source : Goodman , Lou^-s J . , Physician Distribution and Medical Licensure in the 
U.S. 1976 , Chicago, Aioerican Medical AssociJation, 1977„ Osteopathic 
Medical' Manpower Information (OMMI) Pro jecC Draft 'Report American 
^ Association of Colleges of Osteopathic Medicine, HRA. Contract No. HRA 
* 231-75-0615, May 20, 1977 . 
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4/ 
7/ 



Excludes 22>117 inactive^ 3^129 unclassified and '8 > 75^ address 
unknown physicians. Excludes 3^604 temporary foreign physicians. 
'EAludes 551 active Federal D*0*s whos^ specialty has not been 
classi f i'ed . 

^eludes 510 D.O.s claiming sp^ializationr but spending less than 30 
percent of practice activity in that specialty. This lilay involve some 
double counting* This category also ^nclu<^5S^40 b*0.s whose 
practices are limited to Manipulative Therapy.' . - ^ ^ 
Ophthalmology and Otolaryngology are. classi f ied toatfther* * 
Psychiatry and Heurology ' are classified together./^ 
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Trend in bliimb«r of Actxve Ph^^lcians (M.D.)^ 5/ Speci^lt/.. Percent DtaCribution and 



i 


Ph/3x^ian per 


100. 000 Popolat 


ion Itatto. 


1963< 1968 


and 1976 




















1963 






1968 






> 


1976 






specialty 




>er 


Percent 


- Ph/3/?op 


Number 


Percent 
> 


?h/s/Pop 


Hufl&ber 


Percent 




Total Active MO 4 1/ * * + * * d d + * 


261 , 


788 


100.0 


134.8 


296,312 


100.0 


144 


0 


348.443 


100 


0 


161 


{ 




no J 




42,1 


S6.7 


116,760 


39.4 


56 


7 


13^,881, 


39 


0 


63 


3 


General practice 2^/ 




875 


25.6 


3^.4 


61,5'7S 


20d8 


29 


9 


5S,47^ 


IS 


9 


25 


7 


Internal inedicine 




:*3^t 


11.6 


t5,7 


38,S32 


13.0 


18 


, 7 


S7,9n 


16 


6 


26 


.$ 


Ped id tvic A + + + . . + ' M * * M * * * . . + d . . + + + . + + + H 


12 1 

1 


762 , 




6d6 


16.6S0 


S.6 




1 


22,491 


6 


4 


\0 


4 


0 rhfrif **aA i rft 1 A Dec Laities...... 


12, 

* 


291 


^ 7 


6.3 


15*762 


^ 5.3 


1 


7 


1&,95S 


5 


4 


8 


.8 


A 1 1 e'r ffv . M M * ^ + * M t * . + . , . + + + + M J * 

Cardiovaaojlar disease ' 


i , 
* 


lU 


0.5 


0.7 


1.661 


0.6 


0 


8 


1 ,704 


0 


5 


0 


8 




»2B 


1.5 


3W0 


S,602 


1.9 


2 


. 7 


6.769 


I 


9 


. 3 






3, 


56 


1.2 . 


I .6 


3,775 


1.3 


\ 


8 


4,817 


\ 


4 


2 




Gaatraenceralogy / 


1. 


95 


O.S 


0.6 


1,748 


0.6 


' 0 


8 


2,374 


0 


7 






Pediatric allergy ^^ 






0.1 


0 . 1 


398 


0.1 


0 


.2 


477 


0 


1 


\ 




Pediatric cardiology 




;3i 


0 I 


OA 


441 




0 


.Z 


548 


0 


.1 






Pulmonary di»e«ei t- 


2, 


121 


0.8 




2,137 


0.7 


0 


A 


2,266 


0 


7 




. 1 


-Surgical speciaUie* .\ 


*^ 


7^5 


25.8 


34.9 


81,620 


27.6 


39 


.8 


98.667 


28 


.3 


45 


. 7 




23, 


607 


9.0 


12.2 


28,433 


' 9.6 


13 




32,292 


9 


3 


K 


.9 


Keurologioal aurger/ 




818 


0.7 


0.9 


2,419 


0 8 


1 


,2 


2.985 


0 


.9 


1 


.4 


Obstepi'icay gynecology . . . *V 




2 96 


i5.$ 


7.9 


18^017 


6.1 


8 


,8 


22,294 


6 


.4 ^ 


10 


.3 






8B3 


3.0 


4.0 


9.365 




4 


.6 


ll.i55 


3 


3 


5 


,3 



I 

CD 



1.' 



4 v. 







19^3 




¥ ■ ; 


1968 






1976 






HuE^bet 


Percent 




^Uhivll^r 
-1 1. 


PfefT cent 


Phvb pop 




^ ?et!ierLt i 




3 


6,^27 


2 . 6 


3 3 


^ . <^ , 869 ' 


3 0 ' 




1 1 ,ei4 


3 3 


5 5 


OtoUryngology . ^ 




i . s 


2 4 


T 5.193 


. 1 ■& 


2 3 


'3,e^'4 


1 7 


2 7 




1,02 3 


0.4 


0 5 


V 'l,^I4 


0.5 


* 0 7 


2,351 


0 7 


1 1 


Cclwi ^nd rectal surgery * ' . * 


7iO 


0, 3 


0.4 


* 1 '07 


0 2 


0 3 


673 


0 2 


0 3 


Thoracic surgery. . . .. , 


1 >296 


0. 5 , 


0 7 


1,62^ 


0 6 


0 9 


2.036 


0 6 


0.9 " 


Urology . . , . 




. 


2 4 


5,576 


1.9 


2 7 


6,903 


2 0 


3 2 


Other specialties . . . 


71 ,^21 


27 H 4 


36. 9 


81 ,970 


.27.7 


39 8 


94 , 940 


27 3 


43 9 






Oi ^ 


0 8 


1 4 56 


0 5 


n 7 

V r 




n i 




Arte St Semiology 


7,393 


2 y 


3.9 


}T), 132 


3 4 


4 


13,182 


3 6 


6 : 


Chil4 psychiatry. 


751 


0 3 


O.i 


U702 


0.6 


0 & 


2,644 


0 8 


1 2 


Heyroldgy . . 


1 .822 


0.7 


0 9 


2,675 


' 0 9. 


: 3 ' 


4,425 


I 3 


2 1 


Occgpat ijon^ 1 aedicicYc . . ......... 


2,9U 


Kl' 


\ 5 


2, 702 » 


0.9 


[ "13' 


2,322 


0. 7 


1 1 ' 


Pathology 3/ ' . . 


7,127 


2 7 


3. 7 


9,65e ^ 


3 3 ' 


4 .J. 


12 J26 ^ 


3 5 


5 6 


Fhysicsl pedicitve arid rebabil i t at lOTl■^ 


999 


- 0.4 


0 5 


K407 


0.5 


' a.7 


1,715 


0 5 


0 8 






5.9 


8 0 


19,907 


6 7 


9.7 


24,432 


7 0 


U 3 


Pu61ic health 4/ 


3,88^^ 


1.5 


2.0 


3,871 ^ 


1.3 




3,40a 


. I .0 


1 6 




8,7afe 


3.4 


4.5 


n,7i& 


4 0 


5 7 


16,769 


4 8 




Other and unspecified 




7.9 


10.6 


■ 16,724 


5.6 


1 8 \ 


13,257 


3.8 


. 6 1 



1970-358, 1971-3, 529, 1972-13, 356, 1973-13, 744, 1974-20, J4^ , 1975-26J45, 1976-30J29 



1/ 

y 

Zi 

V 



Excludes physicians not classifted 
Includes ^family practice 1970^76. 
Includes forensic pathology. 
Includes general preventive aedtcxne. 
Includes diagnostic and therapeutic radiology. 



Source. Coopyred frofli number* in Annual Reports on pi^tributton 6f Physicians in the V S. by the American Medical AssociatioRi 
PopMlationa M»ed i*nclyde resijdent population m 50 States^ 0 C.^ Puerto Rico, and oMtlying areas and Arroed Forces 
overseas as follows: 1963-19A, 169; 1966-205, 756; 1976-216*022 thousands. 

Noter Due to a change in the a\m.A. classification procedure in 1968 ^ there ex ista a discont mui ty in the f igures .pMbl ished by 
'the A,M.A. between tho*e for 1963-67 and thoae for 196S-76. In this table the 1963-67 figMres have been adjusted 
*to provide a coaparable aeries using data iKr - Theodore i C.H . , et al . , Reclassification of Physxciana ^ 1968 . Chicago^ 
* ^erican Medical. Aasociation 1971 * 



Rate* may nor add to totals and subtotals due to independent rounding. 

t * 

Some figures in , this table differ from those presented int The S^/pply of Health Manpower . 
to 1990. DHEW Pub. No. (HRA) 75-36^ 1974. 



1970 Profiles and Projections 



mask- Che sign/ficanC growth of family pi^acCice which ^has- resulted, in part, from 
considerable/State and- Federal backing since its ince'ption in 1969. Today* three- 
fourths of tne Hat^n*s medical schools have departments or divisions of family 
practice arm there are over 3,400 residents in training and. 11, 000 physicians^ who. 
have been i^rtified by the American Board of Family Prac t ic^ . ( 8/9 / ) 

Pediatricians and internists, also considered^primjary care phyM^cians, have 
increased from 43,196 to*80,402 or from 16.3 percent to 23.1'percent of alL active 
physicians in the same time period. Vh^n added to general pradftice, the primary 
care specialists showed an increase ftom 110,071^ to 133,881, or from 36.7 to 63,3 
peif 100/000 population. In spite of the increase irf p>^diatri<:ians and internists., 
the proportion of all active H.D,s in primary care specialties -has declined over 
the twelve years from 42,1 percent to 39.0 percent. Although omitted from primary 
' care in many analyses and in the manpower legislatic^^, ^obstetricians ^nd gynec;al- 
ogist^ are becoming more involved in primary cire, with about 60 percent of^their 
ambulatory patient visits reflecting problems seen also by other primary care 
physicians^ ^ 

The decline in primary care manpower and concomitant increase in nonprimary c^re ^.^ - 
specialist manpower has been a source of major comieVn. The numbers themselves, ^ 
however, are somewhat misleading because, as has already been stated, specialist^ 
manpower and specialiat services are not synonymous. Hon-*primary care physicians, 
particularly in the medical subspecialties and in surgery are rendering urarying 
proportions of care similar to that rendered'by primary care physicians .( lO/ll /) 
Table 4 demonstrates'^hese most frequently occurring diagnoses and the proportions 
treated by separate physician specialty groups. Othpr studies on non-primary care 
physicians have corroborated these fyyHogs . ( 12/13 / ) However, the magnitude of 
primary care delivered by non-^pcimar^ care physicians is difficult to assess' 
because it is difficult to adequately describe the nature of primary care. 

One generally agreed upon definition of primary care is that developed by Alpert 
and Charney, According to this definition^ the primary care physician should pro- 
vide the initial contact or px)int of entry to the health care system for the 
patient, assume longitudinal responsibility regardless of the presence or absence 
of diabase, and provide a broad dntegrationist function vis'^a^'vis the other health 
resources involved in the physical, psychological, and social aspects of the the 
patient's care. On the basis of these criteria, Alpert and Charney judge family 
practice to completely satisfy the definition of primary medicine, with pediatrics 
and internal medicine ^oing so generally . (^/ ) Problems ariae, however, in trans- 
lating available classification schemas of physician visits, bSsed upon diagnoses 
rendered, ref errab^tatus and prior-*visit status into quantifiable measures of ^ 
primary care as des^ibed above. The ongoing Physician Practice Profile Study at 
the University of Southern California, which is categorizing patient care as (1) 
' first encounter, (2) episodic encounter^ (3) principal care encounter, (4) consul- 
tation encounter, 03) specialized care, and (6) continuous unlimited care encounter 
will facilitate understanding of the nature and quantity of primary care aervices - 
actually being delivered in a large number of different specialties .(13/)/" ^ 

Secondary and ?ertiary Care Physician Supply (M.D.s) 

As demonstrated in Table 3, varied growth rates have occurred for the medical^ sur- 
gical and other specialty groups 'between 1963 and 1976 with^a^ 34 percent increase 
in the medical specialty group compared to a 46.0 percent increase in surgery 

y^including obstetrics and gynecology and a 33 percent increase for the other 

^^sj^ecialties. 
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TABLE 4 



liunber add Petce^t Distribution of- Of fipe Vieit* by Physician ^pecialty^ According to PnnCipaL Diagnosis; United States, 

May 1973-April 1974 



Principal Dia^nosia Classified by 
ICpA Cates«>ry 1/ ^^a- 



Number of 
Visits in 
Thouaands 



Central 
Practice 



Medi\al 
Specialties 



Physician Specialty 



Surgical 
Specialties 



Other 
Specialties 



All diagnoses 
Infec Clve. and paraaitijc diseases 



Naopl 



/ 



Endocrine, nutriTiot^l and 
macabolic diseases 

Diabetes nelliCua 

Obesity 

Mental disorders 
Reuroses 



000-136 
UO-239 



240-279 
2 50 
277 

290-315 
300 



644,693 



25.233 
12,713 



26 ,099 
8.904 
10^136 

29.064 
16,570 



3S^2 
21.3 



58.2 

/55,2 
64.4 

25.2 



26.3 



35.9 
22.7 



30.0 
34 6 
25.1 

15,9 
18.2 



Percent Distribution 
28.5 



17,1 
34,0 

10.3 
9.9 
4-7 



4.9 



54.2 
48.0 



Diseases" of nervous system and 

aense organs 320-389 50^841 

W Diseases and conditions of the eye 360-379 15,248 

7 Refractive errors 370 9,175 

Otitis fledla 381 10.523 



20,3 
1K3 

25.5 



17.7 



47,5 



58.3 
82,7 
99,3 
24,6 



3.7 



Diseases of circulatory sysCea 390-453 59,240 

Essential betil^ hypertension 401 22.752 



50.0 
54.0 



37.1 
35.2 



9,8 
8.2 



3.1 



CO 



2' 





r 


* 

i 


?*able 4 (con*t) 












f 




4 

It 


physician Specialty 




* ' Principal Diagnosis Classified by 
ICDA Category If 


^ 1— I— 


Number of 
Visits in 
Thousands 


GenersI 
Practice 


Medical 
Special t les 


Surgical 
Special ties 


Other 
Special t les 


Diseases of r^sptracory system 
Acute respiratory infect ions 
(except influenza) 
Influenza, ^ 
' * Hay fever 


460-466 
470-474 
, 507 


50,S59 
I2,t66 * 


49.9 

57.9 
75 4 
> lS-7 


36,0 
^ 63,2 


Percent Distribution 
12.1 

10.9 

16,1 ' 


2.0 
2.1* 

J 


. Diseases of digestive system 


L 

520*577 


23,826 


^ 43.0 


30.4 


25.0 


- 


/ i 
Diseases of genitourinary system 

^ jV^*aaes of male genital organs 

Diseases of fentale genital organs 


5SO-629' 
600-607 
610-629 ^ 


37,744 
3 , 596 
2K895 


4K9 ' 
45,6 
40 6 


10.4 

9 2 


47.1 
47 .0 
49 . 7 


- 


pLisea&es of skin and subcutaneous 
Vis sue 


680-709 


34,099 


36.6 


47 5 




4.4 


Diseases of tausculoski* leta\ system 
Arthritis and rheuro^wsift . ' 


710-738 
710-71S 


3*^,370 
IS, 463 


45 7 
)2.9 


22.0 
27.3 


i .29.9 
16 S 




Symptoms and IH-defined conditions 

L 


780-796 


34 ,251 


. 33.6 ^ 


26 .'4 


33.2 


6.8 



1 



Accidents, poisoning, ^nd violence 800-999 47,609 

Fractures ' 806-829 ' 7,984 

Dislocatiott, sprain ^ \ "$30-848 15>408 

Lacerations ^l70-907 9^131 



51 .1 
40 3 
53,$ 
5S.4 



B 2 

10.6 
17.3 



33 7 
54.3 
32.2 
24.1 



2 1 



0 



-20 



/ 



o ■ 

Rir 




2v 



Table 4 (con ' t ) 



Principal Diagnosis Classified by 
ICDA Category 1/ 



Kumb e r of 
Visits in 
Thousan<is 



General 
Practice ' 



Hedical 
Specialties 



Physician Specialty 



Sut^gical 
Specialties 



Other 
Specialties 



Special conditions and examinations 

wi tbout il Ineaa 

Medical and specia^ exa^ 
Prenatal care / 
Medical and surgical 'aloercare 

2f / 
Other diAgnoses " 

Diagno*!* given Aft "None" 

y 

Diagnosis unknown 



Y00'Y13 
Y06 



HO, 203 
39,613 



8,630 
S,S69 



32, S 
39 a 
30. S 
23 6 



42.1 

37,3 

39.6 



20.6 
39,7 



27.3 
27,0 

2f>.7 



Percent Distribution - 

18,9 
67,1 
6J,7 ' 



29.8 
33.4 



3KS 



2^2 



1/ Diagnostic groupings and 'C ode nuttber loc lusions are based on the Eighth Revision International Class t ficat ion of Diseases, Adapted 

for Use in the United States, 196S., , 
2> 28D-289, Diseases of the blood and iftood-forming organs; 630-678 ^ CoinplicatiOTis of pregnancys childbirth, atid the puerperium; 
^ 740^7^9, Cofigenital anomalies; 760-779, Certain causes cf perinatal morbidity anc) mortality. 
3/ BlanV diagnosis^ noncodaU^e diagnosis-^ illegible diagnosis. 

These (\uAhers are not available because they do not meet KCHS standards of reliability and precision. 



Source;, Hatiot^l Center f<>r Health Statistics^ National Ambulatory, Medical Care Survey , DHEW Publication Mo. <HilA) 76-1772^ May 1976, 




Doctors of Osteopathy 

ft - . ■ 

Trend data on osteopathic physician specialty distribution is difficult to com- 
pile due to differing definitions of ' specialties and noncomparabi li ty of data 
sets' from year to year. Between 1957 and 1976 ^ two years for which reasonably 
comparable specialty data are available^ the total number of active non-Federal 
D.O.s increased about '^5 percent from 9,620 to 13,980. At the same time, the 
Qumber of D.O.s in the primary care specialties declined numerically and pro- 
portionately to the total supply . ^ These speci alties including manipulative 
therapy as well as general and family practice, pediatrics and internal medi- 
cine, declined from 8,920 or 92.7 percent of the total zo 8,644 or 61.8 percent 
6f the total. The numbe^ in the surgi.cal specialties increased from 480 or 5 
percent of the total to 1,337 or 9.6 percent ^f the tot^.' The number in pther 
specialties increased from^ 230 or 2.3 percent of the total to 3,733 or 26.7 

percent of tot ai . ( 16/ 17/) 

*~ * *t- 

Women and Minorities in Medicine 



Tfie increasing numbers of physicians also include increasing representation of 
women. The number of active female K.D.s has increased over time, from 14,957 
or 5.7 percent of the total in 1963^ to 28 ,966 or 8.3 percent in 1976. Although 
women represented a little over half of the total U.S^ population in 1970, 
there were only 21,300 active female M.D.5 and D.O.s, or 6.7 percent of total 
active physicians. However, an increasing enrollment of women, in medical and 
osteopathic schools will magnify their representation in the future. In 1969- 
1970| women made up 9.2 ^percent of the medical school entering class, while in 
1975-1976, the figure was 23.jB percent. Ik^terms of major specialty, the pro- 
portion of active women M.D.tKin the primary care specialties declined from 
48.3 percent to 44.7 percent between 1963 ahd 197& compared with 41.6 percent 
and 38.4 percent respectively^ for m^les . (18/19/ ) 



mci 



Accompanying the growth in female respriesentation has been a simila 
in minority Representation in the profession over time. While minoHties, 
including blacks, represented 17 percent of the total population in\l?70, there 
were only 16,400 minority physicians representing 5 percent of the pjiysician 
population. ' . * 



More recent figures on active, patient car€ minority physicians are Aiot avail- 
able. Some indication of future repr'^sentation may be gleaned from/looking at 
trends in house staff representation by blacks. In 1970, there were 992 black 
house officers, or about 1.5 percent. In 1974, there were 1,534 bftack" house' 
officers or about 2.5 percent. I^ooking further back into the physician pipe- 
line, there were 4*, 595 minority aftudents enrolled in U.S. medical ^^chools in 
1975-1976, or 8.2 percent of all enrollees; 6.2 percent were Afro-American K 3 
percent Mexican-American, 0^3 percent American Indian^ and 0.4 percent Puerto- 
Rican . Thua, increasing enrollments of minorities in medical education will 
increase their representation in the tot<ll physician workforce. (20/21/22/) 



Black M.D.s are riot only under-represented in the profession but are con*^ 
centrated in relatively few specialty areas. General and family practice, 
internal medicine, pediatrics, and obstetrics and gynecology combined repre- ' 
sented nearly 60 percent'df all^ black , M.D^s in 1970, compai^^to 65 percent in 
1947, proportions substantially higher chan the national average. According 
to a survey of black M.D.s as of 1970, about one-fourth of active black M.D.s 
were engaged in general practice^as a, primary specialty compared to 1967, at 
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which time the proportion w^s over one-third. An additional 13 percent of the 
respondents^ in the 1970 survey- indicated internal medicine as a primary 
tfpecialty^ and 10 percent indicated general' surgery. However^ because the 
1970 survey had a low response rate t^ese numbers should b^ viewed with* 
caution. (2^^/) * \^ ^ ' 

Foreign Medical Gra^duates * | 

The proportion*and role*^f foreign medical graduates^ has increased signifi- 
cantly during the past decade.' In 1963^ there were 31^000 foreign medical 
graduates in the United States or 11 percept of the total physicfian population. 
In 1976» the figure had increased to 85^620 FMGs or 20 percent of the total 
physician population. Furthermore^ over 25 percent of all interns and resi- 
dents in approve<^ residency training programs are foreign medical graduates . ( 25 / ) 
It ia alao interesting to note that there are no foreign trained D.O.s in the 
United Statea because comparable osteopathic training does not exist in other 
countries. These numbers should level off now due to the 1976 legislation, 
P.l. 9A-A84^ which will restrict FMG entry into the United States. 

In 1976^ the latest year for which individual specialty data are* ffvai lable ^ there 
were 68^510 active foreign medical graduates in the United States^, of whom 35'.9 
percent were in primary care specialties, 6^3 percent in obstetrica/and gyr^- 
ecology^ 17.9 percent in the surgical specialties^ and*^ per^eiYTin the other 
sf»ecialties . When these distributions are compared to those that prevailed for 
foreign medic^ graduates in 1970^ a greater proportion are'in primary care now 
(35.9 coopat^d to 30.9 in 1970) about the sa6ie proportion are in surgery^ but a 
smaller proportion are in the other apecialty groups than were the case in 1970 
(35.0 compared to 45.5). Within each specialty^ foreign medical graduates made up 
varying proportions of the total aupply^ from^ about 36 percent in anesthesiology 
to 8.0 percent in dermatology. Hotf^ver, in "comparison with U.S graduates'^ ^ 
proportionately more FMGa are in the other specialty groups and fewer are in the 
medical 'Subspecialty groupa . (26/) ^ 

In comparing the major professional activity, of FMGs between 1970 and 1976^ it can 
be seen that an important change has' occurred^ in the foi:eign medical graduate 
practice pattern. In 1970^ -38.6 percent of the FWia were in office based prac- 
tice. Six years later^ A9 pei^cent^of active foreign medical graduatea were office 
based^ representing a 60 percent increase. In.contrast^ there has been no change^ 
in the proportion- of foreign medical graduates in research^ teaching and admin- 
istration and in hospital based practice . ( 27/28 /) These aggregate statistica 
aonevhat obfuscate the role Fl^s^play in the .provision of specific service*. For 
example^ more than one-half of the physicians employed in State mental hospitals 
at the beginning of 1975 were FMGs, although/only 58 percent held an unlimited 
licenae to practice'in tne State in ^ich they w^re working .( 29/ ) Purthermore^ 
according to a study of physicians involved in Medicaid services in Maryland^ it 
was found that FMGs played a much larger role than did U.S. physicians . (30/) 

As our health care system continues to evolve^ it will become essential to 
evaluate continuously the rol« of foreign /medical graduatea. As demonstrated in 
the last decade, there fias b'een an unpre»ndented growth in their number^ which 
has tapered off only in the last ffew yeara. This growth haa resulted, in part^ ^ 
from the availability of graduate training positions an<l the rising demand for 
^medical services^ bbth related to the increased spending forTiealth care, in view 
of the future reatrictions oc^ entry of FMGa under P.t. 9A-A8A ^ shortages may occur 
in some specialtiea and specialty aervic^ areas ^ such aa thoae provided in mental 
hospitals and in Medicaid programa* ^ 
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Specialty Kaapover and Its Relatioa to Services aad^ Frbductivity 

X.a order to relate enumerations of physicians by specialty to the real world 
of medical care delivery^ the n^tur^ of the medical and surgical services 
delivered and the varying degrees of productivity must be taken into account. 
Published numerical distributions o^^hy^^jans by specialty represent aggre- 
gate numbers encompassing diverse professional] groups. These groups include 
physicians rendering varying amounts -of care in specialty are^s other than the , 
one in which they are enumerated; physicians who may be semi~retired; physi- 
cians with varying amounts of traij^iing in th^ir specialty area ranging from 
thode still in training to those^jAo have board certification status; and> phy- 
sicians who are licensed ^s well a^^-tho^e who' are unlicensed- ^ ^ 

Disaggregated data by training status are al^o misleadilig because interns and 
r^esidents do play a significant role .in health care delivery despite the fact 
they are **in training.** Their role in the provision of patient services has 
created concern by the Congress and by; third ,party payers. 

According to an activity analysis conduct^ed for the Social Securi^:^ Adminis- 
tration by the Institute of Medicine involving, over 5^000 House Officer/ 
(interns and residents) about 6K0 percent of^their time is spent in d^iver- 
ing patient care; 14,9 percent in the combined activities of patient care with, 
teaching; 13.7 percent in learning; and'^he. remaining "8. 3 percent in teachings 
research and other activities. Among the t^ individual specialties included 
in this stiidy^ the amount of time devoted to patiet^ care alone varied from , 
47, ^ percent for pathologists to, 70^7 percent for anesthesiologists and 73,8 
percent for family practitioners , (31/) 

Productivity is another important parameter that affects the delivery of servr 
ices by specialists/ Productivity ^s measured by the number of patient visits 
is dependent upon specialization; type 6f practice^ employment setting, ge<^- 
raphic location^ sex^ age ^ and numbers of hours worked^ as demonstrated in the 
following statistics: In 1973^ the average number 6i total patient visits per 
week for specialists in the m^jor specialty categories, was 126.3^ however^ it 
varied among specialites from 33.0 for aneathesiologists to 177.^ for general 
practitioners. Similarly^ the number varied by type of practice and specialty^ 
with physicians in group practice generally having higher numbers of t^a^ient 
visits per we^ than physicians in solo practice\( 103,9-149.3 compared to 
122-2). Locational variations were -also significant > .with nonmetropolitan 
specialists aver^aging 168,6 paCient^'visits per week ^ compared to metropolitan 
physician specialists having 10&.2-p134.0 patient visits per week, (3^/) High 
degrees of correlation were also found between numbers of visits and total 
hours worked in a study of physician ca{^acity utilization. This same study 
also addressed organizational barriers to access and found that highly produa^ 
tive physicians could compensate substantially for the differences in actual 
physician to population ratips betwe^n^rural and urban area^ These compen- 
dations appear to have made access to physician services, fairly even across 
broad geographic r^gions^ including both large and small SHSAs and nanmetro* 
poli^an areas, (^3/) However^ it shouj^ be noted that numerous other factors 
besides productivity affecC access^yincluding geographic^ education^ financial 
and organizational considerations. Furthermore^ the use of geographic regions 
as a unit for analysis masks significant local variationa in availability of 
phyaiciana and populations served by them^ 



■16- 



ERLC 



The productivity dif fefencea ^in male and female phyaiciana are evidenced by 
their differencea*^n actual working hour'a.. Female M.D.a work 37.5 hours per 
week in direct 'patient care compared to male^j^.a who work 46.5 houra . ( 3A/) 
Det^ite the lower number of hours worked by women, an increaain^ly higher 
p^er^entage 6f them are working full-time< withsahorter interruptions for family 
formation. Thia^upward trend in houra of practice, in addition to the extended 
life span of women phyaiciana and t))eir propenaity to remain active beyond 
retirpment age, ahould amplify their productivity over time .( 35/3^ /) 

Ther inverae relationahip between productivity and age ia ahown by a study of 
aurgeons in which it waa found that over half of the aurgeona with low opera- 
tive workloads were pver 55> compared to. only 14 percent of the aurgeona with 
high operative workloada . (37/) 

In. an effort to relate actual head cpunta to full-time equivalent (PTE) phy- 
aiciana, the AMA conducted a study on a aample of 4,400 physicians for whom 
7;they had data on actual houra worked in individual apecialty areaa . The work- 
week atandard uaed for full-time equivalence in their calculationa waa 60 houra 
for primary, aecondary and tertiary apecialiata. However, recent datfa from 
^ the AMAindicate that the atandard ahould be reduced to at moat, 52 houra. (38/) 
The preliminary resulta from thia atudy on the diatribution by head count and 
full-time "equivalenta are diaplayed in Table 5. Here it can be seen that when 
full-time equivalenta are uaed inatead of head counta, diatributional ahifta 
occur in all dimenaiona. For example, it can be seen th^ younger phyaiciana 
and male phyaiciana apend more houra in practice than do older phyaiciana and 
female phyaiciana. Alao of note is the increaae in numbers of surgeona largely 
at the expenae of the **other** phyaiciana category, but alao at the expense' of 
the prj^mary care category. If a standard of 52 houra had been uaed » theae 
shi£t$ would have been ev&n greater. (39/% 

It ia not cert^iin how present trends in U.S. medicine will affect future phy- - 
sician specialiat supply.. These trenda include increased consumer expecta- 
tions, the movement toward group practice, the uae of new health practitionera, 
and technological advancea » e.g., early detection and treatment of diaeaae will 
bring abbut a healthier population and a diminiahing need for health servicea. 
However, it ahould be noted that all of theae trenda are not aa clear cut as 
they may appear on the surface. 

Practitionera in groupa although generally more productive than their col- 
^ leagues in solo practice tend not to maximize their productivity. Furthennore , 
while group practice ia atill held up aa the ideal practice by many, ita growth 
continuea to be relatively slow, at an annual rate of l^aa than A percent aince 
1969 compared to ita growth of 18.5 percent between 1959 and 1965.(40/) While 
the appropriate use of new health ^sracti tioneta haa been ahown to, increaae -pro- 
ductivity significantly, there are atv preaent only ^out 9,300 such practition-- 
era, not all of whom are engaged in primary care Moreover, political pres- 
sures from ttie other health profeaaions and their dependence on Federal funding 
make their future uncertain. ( 41/42 /) Deapite the fact, tha^ technological 
advance holda great promise for improving the efficiency and ef fectiveneas of 
physician services, it would appear from paat experience in the health indua- 
try to^lead to greater manpower needa, rather than to reduced needa, unlike 
other induatries. 

Often overlooked, but of great intportance are the aeveral factora that nay 
diminish the productivity of primary care physiciana aa meaaured by numbera of 
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, ' TABLE 5 ^ ■ ' 
. ^ .-^ . 

Comparison of Headcount and Full-Time Equivalency 
Distribution of Physicians-^Specialty by Age and Sex 



Headcount Distribution 


of Physician ^peci 


alty by Activ 


ity^ Age and 


Sex 








Flcu 1 Cd 1 


our g 1 Cct I 




federal and Non- 


Total M.D 


.8 G.P. & F.P. 


Specialties - 


Speci alties 


Other 


reoera i lot ai 




767 


, 1 , 143 


. 1,356 


1,116 


Age Range 






7 






Under 




60 


203 


'175. 


158 


j-> tnrougn ^ 




346 


634 


796 


664 


55 and over 




361 


306 


385 

' 


* 294 


Sex 












Male 


4,147 


741 


1,057 ' 


1,329 


1,020 


J^emale 


235 


26 


86 


. 27 


96 


Fe'deral Total 


296 


18 


94 


67 


117 


Non-Federal Total 


4,086 


749 


, 1 , 049 


1,289 


999 


Professional 


, » 






1 




^ Activity 












Direct Patient 












Care 


3,769 


739 


958 


1,245 


827 


Office Based 


3,23J 


700 ^ 


812 


1,109 


. 611 


Hospital Based 


537 


39 


146 


136 


216 


AH Other 












Activities 


317 


10 


'91 


44 


172 



Source; Socioeconomic Iflflues of Health , 1975-1976, American Hedical 
Association, Chicago, 1976 . 
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TABLE 5 (a) 

Full-time Equivalency Distril^ution. of Physician-Specialty by 

Activity, Age and Sex 



Federal and Non- 
Federal ' Total 

Age Range 
Under 35 
35 through 5A 
55 and over 



Total 'M.D .8 
4,38^ - 



! 



681 
2,472 
1,230 



G.P. & F.P. , 
756 



66 
360 
331 



Medical 
Specialties 
1,163 



233 
645 
279 



Surgical 
Specialties' 
1,441 

^28 
848 
364 



Other 
l',^23 



154 
615 
256 



Sex 

Hat? 4,180 
• Female > ~ 202 

Federal Total 281 
Non-Federal Total 4,101 

Prof easiooal 

Activity 
Direct Patient 

Care 3,826 
Office Based. 3,235 
Hi)£rpital Based 591 
All Other 

Activities - '275 



735 
20 

14 
740 



730 
688 
42 

10 



1,085 

V 

9-3 
1,070 



987 
.823 
164 



82 

f 



1,414 

27 

' 70 
1,371 



1,333 
1,148 
185 

38 



946 
77 

103 
920 



775 
575 
200 

145 



Soui'ce: Soc ioec6poinic Issues of Health , 19?5Ti976, AmericaivMedical 
Association, Chicago, 1976. / 
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TABLE 5 (b) 

Shifts in Distribution of Physicians From Headcount 
to Full-time ^Equivalency Specialty by Activity* Age arid Sex 



Federal and Non- 
Federal Total 

Age Range 
' Under 35 

35 throug|ii 54 
55 and over 

Sex 
Hale 

Female * ' 

Federal Total 
Non-Federal Total 

w 

Profess ional 
Activity 
Direct Patient 
Care 
Office Bksed . 
Hospital Based 
.AU Other 
Activiti^es 



Total M.D.8 



85 
•32 

ill6 



33< 
- 33 



5 
15 



57 
. 3 
54 

- 42 



G.P. & P.P. 
-U 



6 
14 
-30 

- 6 

: 6 

- 2 



- 9 
-12 
3 



Medical Surgical 
Specialties Specialties Other 
20 85 -93 



30 
15 
-27 



28 
■ 9 

- 1 
21 



29 
11 
18 

- '9 



53„ 
"21 



85 
0 

3 
82 



88 
39 
49 



- 4 
-49 
-38 



-74 
•19 

-14 
-79 



-52 
-46 
-16 

-27 



Source: Socioeconomic Issues of Health , M75-1976, American Medical 
Association, Chicatgo, 1976. 
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visits in the future. The most productive primary care physicians^ namely^ 
general practitioners^ are retiring and ^ot being replaced. Since they are 
generally older than their colleagues^ they can be expected to leave^ practice 
by reasons of illness^ retirement and death at a faster rate than the younger 
specialists, Furtheraore> those remaining in practice will become less active 
as they enter their fifties and si^ties^ when the productivity ^of all physi- 
cians decreases. The high cost of liability insurance makes it unattractive 
for older physicians to practice part*time> and this also affects younger phy- 
sicians, in clinics^ emergency rooms, and in some private practices. The other 
primary care specialists who are replacing general 'practitioners^ namely family^ 
practitioners^ internists^ and pediatricians are l^ss productive^ t;hat is\ 
handle fewer patient visits per day as demonstrated earlier. Finally^ new 
demands on physician time> such as <]uality control, continuing education, the 
younger physicians* apparent desire for ^ more leisurely life style* and the 
increasing proportion of women may also contribute to a reduction in the total 
number of hours worked per week. '. ' ^ 

Compounding the problems asaociated with varying productivity levels is that of 
the variations in types of se*rvices provided by specialists. The overlap among 
specialists in the rendering of primary care also applies to services which can 
and are b^ing provided by physician extenders. Similar overlaps in potential 
and/or actual duties occur among non-primary care physicians and their ^d<^ 
levej. health practitioner counterparts^ for example* psychiatrists and psycho- 
logists* ophthalmologists and optometrist^!* Anesthesiologiats ^nd nurse 
anesthetists, physiatrists ^^d physical therapists* and prthopedists and podi- 
atrists* At the same time* non-primary care such as surgery is currently hieing 
performed by primary care and medical specialists. For example* in a recently 
completed study of doctors performing operations it was found that 27 percent 
and 22 percent of operations performed were attended by general pr^actitioners 
and medical specialists, (4i/)^ * 

As can be seen from the above discussion, more than one enumeration method must 
be used in order to minimize the errors that arise from the use of the rela- 
tiv^l^y> sof t available data oryphysicisn manpower. 

Introduction 

In. order to gM^Kn^ight into future trends in specialty mix it is necessary to 
look at the cKmPcterastics^ofTphysicians in training* nameiy* interns and 
residents* Gradt^e medical education is in a state of flux* resulting in par^ 
from cHe abolition of the freestanding allopathic internships* Many specialties 
are reappraising the purpose of the first year of medical training calling it 
postgraduate year one CPGY-D* In spme specialties* PGY-1 appears to represent 
an additional year of training in a primary care specialty. ,Thus^ the 'content 
and nomencla«ture for positions are in a state of flux* Ih view of the 

fact that" much remains to be .resolved on this issue* our analysis will: center on 
the system as at exists today* 
I 

Data Sources 

The main sources of data on intern and resident trainees are the Liaison 
Conmittee on Graduate Medical Education's Directory of Accredited Residencies, 
1975-1976 * previous editions of the Directory of Approved Internships and 
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Reflideacies of the AMA i^f) and tKe Almanac, Supplement to to the Journal of 
the American Osteopathic Association >^A571 Other flources of informStion^on 
reflidentfl, fellows and training poflitions offered are the flpeciall teports by the 
Council of Teaching Hospitalfl of the AAMC, the National Intern ana Resident 
Matching Program, the Educational Council for Foreign Medical Graduates and the 
American Hospital Association. These data sources are described in Table 6 
along with their relative assets and limitations. 

/ 

There are several problems associated with these data sources not described in 
the table. Among them is the fact that little is known about the role of the 
house officer in the provision of services, although preliminary information 
from the Institute of Medicine and House Officer Effort Distribution studies 
indicate that it is significant A hblhl f) Also, there are inadequate data on 
the numbers of first-^year trainees in primary care residencies ^vho subsequently 
be^om^ s ubspeciali^ts . For example, the estimates of the numbers pf general 
internal medicine trainees who later ^nt«r interna L medicine subspecialty train-" 
ing vary from 25-42 percent .(48/49/ ) Finally, it should be noted that many 
first-year residents are not in fact enrolled in their first year of residency 
but may be in their second, third or fourth year of training, and are listed as 
first-^year residents in one specialty vhith requires stome training in another 
specialty. Thus', this analysis will be based upon the present data fully rec- 
ognizing its inherent inaccuracies and limitations. 

In order to better understand future trends in the physician specialty distri- 
bution, it is important to revien trends in the educational pipeline. Virtually 
all U.f- M.D. graduates will continue to enter residency training programs as 
^ will increasing proportions of D.O.s. However, it is not certain how many D.O.s 
designate themselves as specialists without residency training. In 197S, about 
one-fourth of all osteopathic graduates continued postdoctoral training imme~ 
diately following their internship. Due to the lack of trend data on residency 
distributions of D.O.s and assuming that future significant shifts in patterns 
of /career choice do not occur, the distribution of filled first-year residenciesf 
may be used to project specialty training in the foreseeable future. (SO/) 

The number of first-year residency positions offered by specialty is, among 
other factors, a function of departmental prestige, institutional service ? 
requirements, and the adequacy of resources to sustain the program, rather th^iv 
quantitative perceptions on the local or national need for the type of physi7 
cians being trained. A recent survey by the Institute of Medicine of 414 ' 
training program directors in teaching hospitals of all type^ found that the * 
''education environment** was a more important consideration in determining-the 
numbers of positions than *'comunity need.** In the future, funding constraints , 
may have greater impact on program size. For example, in New York State, Blue' 
Cross has set limits for res jdency "slots among specialties .( 51/ ) In addition, 
the residency accreditation process, for the most part, relies on program char- 
acteristics and resource availat)ility, (e.g., faculty, beds). Questions of 
regional, or national manpower need are left unaddressed, ( 52/ ) 

There are wide variations among specialties ij^tthe numbers of allopathic resi- 
dency positions offered and the numbers of portions filled. In the aggregate, 
residents have only limited freedom in maki^ their specialty choices; This is 
exemplified by the residency fill rate of 9^f.3 percent of positions offered in 
^ the 1974-1975 year (^52,685 filled, 57,681 of ferad) ^ Among the specialties, ' 
fill rates ranged from ^3 percent in pathology, to 99 percent in Ophthalmol*- , 
ogy.CS^/) The specialty choice options, in the aggregate, were broader for' 
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Intern and Re^xdent Data Sj^rce* 



D^ta Sources 



and 



Directory of Approved Internships 
Residencies . 
. t^oncains data on distributions of 
fir^t year and toca^l r^$iden(s by 
specialty (30 lisced) country of 
education and affiliati(fti status of 
hospi ta\ ^ 



Also li^is nueber^ of positions offered 
and tilled by specialty^ and affiliation ■ 
aod V^bers of positions offered for 
the I R:>rtbcoming y^ar.lV' 

2. American Osteopathic Association 
^Almanac, 

\ Contains data on residents in osteopathic 
* hospitals by specialty and insti t ution «2/ ^ 



* ^ Assess 

Most complete source of data available on 
M.D.s in training. ^ 

Published ^nd updaCred a^nual-^y^ 



Most complete source of data on D.O^s 
m training' 

Published and updated annually* 

Provides distributions «of residents by 
inst i tut ion. 



Limi tat ions 
^Usuallyf^it is two year^ out of date 
Do^ 

by* 



not provide distributions of residents 
nst 1 tut ions . 



Physicians lasted as first year residents 
in some special ties IRay in fact be in their 
second or third ?*ear of training. 



Does no? jjrovide disaggregate<i data on 

* residents by years \n training, /* 

* Mo information provided oni^^O.s training 
in non-AOA approved programs such as AHA 
approved lioep^^l^- 
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TABLE 6 (coo*t) 
Interii ^n<J Resident Data Sources 



I 

( 



1/ 
T/ 
If 
If 

y 

6/ 



Data Sources 

Council of Teaching Hospitals. - 
provides datd On interna and residents 
by inat i tut ion .3/ 



National Intern and Resident Hatching 
program, 

provides information on specialty 
distributions o( fir*t year atvd 
total residents in approved ' 
hospital* hov participate in the 
prcgraitt.V 



Assecfi 

provides distributions of interns and 
residents by institution. 

Published ind updated annially. 

Timely, 1976 daca available' in 1976. 

Provides indications of student 
specialt^and institutional preferences. 

Timely, 1976 data avavlabU in 1976, 



Limitations 



Does nflt^rovide distributions of resid^ts by 
speciilty*or years in training. 



Does noJf provide information on unmatched 
gradua(^^and foreign medical graduates 
variously estimated at 10^30 percent of the 
tot*^ first year resident supply. S/6/ 



American Hedicaj|^iMsoci acion , Directory of Approved Internships and Residencies 1975*l|g76 , Chicago, 1976., 

Afflertcan Osteopathic Association, "A^panac, Supplement to Vo4^une 76/' 197^ Journal of^ the American Osjeopathic A^jfcjociat'ion , Apriij 1977 , 

Council of Teaching Hospitals, Djj'ectory, 1976 , Association of American Kedical Colleges, January, 1976. 

American Ke<tical Association, Directory of Approved ^Internships and Residencies * * ^ " ' 

Graettin^er, J,S., '*Gr€Uuate Medical Education Vieved from the National Intern and Re^jdent Hatching Program/' J, i^ed. Ed uj , i 

51, Sept, 1976, , 

&iles, B,, CooEiunicdtion to Staff of the Senate Committee on Labor and Public ueUare, June 6, 1976. < * ^ 
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Trend Data on Number aOfJ PerxcnC D 
and-Growt^ In Numbers 



TABLE 7 

ibuCiOTi ^y SpeciaiCy of FirsC^Ytrar ResidenCsi 
er Time, I960, 1974, and 1976 j 









•^t"" Total Somber 


and Percent 


Distn 


but lOTl 






Percent 


Crovth Between 








of 


First-Year Residents, i960, 


1968, 






i960 and 


1976 and Between 










1974, and 1976 










1968 and 1976 






1960 


l96fi 


,19^^ 


1976 






Sp€C 1 a I cy 




Nuiobe r 


Percent 


^Sumber 


Percent 


Nupbe r 


Percent 


Suinbe r 


Pe rt enC 


TQ6f)-1^76 




TOTAL 


f 


\ 1 ,oso 


lOOf.O 


12,864 


100.0 


18,834 


100.0 


19,S31 


100.0 


• 79 


* ^5 


PRirtAfiY CARE ^ 


i 






3,796 


29.4 


7,724 


4L0 


9,i32 


47 ? 


• 174 


+ 145 


Genera 1 Pracctc^ 


J 




3.3 


258 


2.0 


1^2 


0.9 


196 


1.6 ' 


- 46 




Fam 1 1 V P r AC t L r P 












1 , 1 99 


6.3 


1 ,823 


9.2 






Internal Kedicine 




2J93 


19.8 


2,589 


20 \ 


4^533 


24. 2 


51^22 


27.9 


•1 52 


+^ 


"Ped iacr i cs 






7.9 


949 


7.3 


1 ,610 


9.6 


1 ,886 


9 J 


+ 1 1 3 


• 99 


SURGICAL SPECIALTIES 




4,274 


38.6 


4,7ji 


37 0 


^852 


31 0 


^653 


28. ^ 


• 32 


• 19 


General" 




2,122 






U 6 


77^39 






13 6 


• ii 




Ne u r o 1 0^ teal 




{01 


^.9 


119 


0 9 


129 


0.7 


121 


0 6 


• 20 , 


• 2 


Ob$ cecr i c$ and Gynecol o^y 




9!7 


8.3 


759 


5 9 


1,030 


b 5 


1,06J 


5-4 


• 16 




Oph tha ] QO 1 ogy 




288 


2 6 


418 


3 2 


504 


2.7 


4J5 


2.3 


• J8 




Orthopedic 






3 3 


■ 403 


3.1 


609 


3.2 


S63 


2.& 


• ^9 


• 40 


Otolaryngology 






14.2 


206 


1 6 


270 


1 .4 


239 


1.2 


• J6 


+ 16 


Pla«t LC 




47 


. ■ 0.4 


90 


0.7 


134 


0.9 


184 


1 .0 


•291 


•104 


ThoratLC ^ 




69 


0.8 


V35 


l.t 


147 


0 8 


142 


0.7 


• 60 


+ 4 


Colon aTid Rectal 








6 


0,1 


30 


0.2 


32 


0 2 




•433 


Urology 




ZCW* 




222 


1.7 


310 


1 .6 


277 


1 4 


* 36 


+ 25 


OTHER HCDJCAL 




102 


5 0.9 


259 


2.0 


38^1 


V.O 


391 


2 0 


+ 283 


• Jl 


Allergy and Imaunology 
















IS 


6 1 






Blood B^nk 
















3 








Pediatric Allergy 








39 


0.3 


59 


0.3 


7J 


0.4 




+ 92 


Pediatric Cardiology 












53 


0>3 


53 


0.3 




• 2 , 


Der maCology 




102 


0.9 


^ 366 


1-^3 


264 


1 .4 


238 


1.2 


•133 


+ 43 


Denoatological Pathology 


f 














4 
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TABLE 7 (con't) 



Tocal Nutal>«r and P«rcent DisCribution 
of First-Year Ite*identft, i960, 1968, 
1976 , and ^976 



Percent Crowth Between 
i960 and 1976 at^d Between 
196$ and 1976 



~wnr 



1976 



Percent Growth Percent Growth 



Specialty 


Hijmber 


Percent 


iJiitd^o r 


Percent 


llufaber 


Percient 


Nuober 


Percent 


1960-1976 


1968-19 76 


OTHER SPECIALTIES 


3,261 


25.6 


4,05^ 




6.877 


2^.8 


6.3ii 


22.1 


• 33 


V 7 


Anesthesiology 


5^0 


C.6 


677 


i i 


715 




^73 


2.9 


« 6 


- lb 


Child Psychiatry 






99 


0.8 


26? 


l.b 


268 


1.6 




+ 170 


Neurology 


169 


1.3 


249 


i 9 


,3B1 


2.0 


329 


1.7 


•i2l 


• 32 


Pathology 


7J7 


6.8 


661 


J.l 


8C? 


6.3 


778 




• 3 


+ 18 


Physical Medicine 


i5 


O.b 


9b 


0.7 


U2 


0 7 


161 


0 a 


+ 192 ' 


• 69 


Psychiatry * 


K090 


9.8 


1,209 


9.4 


1,566 


"8.3 




e.i 


• 19 


+ 7 


' Nucleir Medicine 










53 


0.3 


71 


0,4 






Foren*ic Pathology 










26 


0 1 ■ 


23 


0 1 






Neuropathology 










26 


0 : * 


?S 


0,1 






Radiology 


iJ6 ' 




849 


6.6 


225 


1.2 


90 


O.b 


- 86 


- $9 


- Therapeutic 










120 


^ 6 ^ 


119 


0 6 




T 


- DiagriOstic 










^53 


2.9 


. 624 


3 2 






HiftceHaneouft 


106 


0,9 


216 


L7 














^ Sou,rce. Aaerican Medical Asftoctatton* 


Director 


y of Approved Internships and 


Reaidenc^es :n the 


United 


States . 1961 , 


1969-1970, and 




^ 197^-1976 edition*, Chicago, 


1^561 rr^ 
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are misleading and tend to overestimate 
opposed tQ other surgical specialties 



Here again> the numbers of* first-year residents in the individual specialties 



the numbers in general surgery as^ 
The only surgical specialties that 



neither re<]uire or h^^ an option for ^- year of general surgery for certifi- 
cation, are obstetric^and gynecology at^d oplithalmology . 

The only group to exceed primary in growth rates is the other medical specialty 
group. Their growth is primarily due t<> increasing specialization in internal 
medicine' and pediatrics. However, in response to the American Academy of 
Dermatology's concern about potential oversupply> the number of residents in 
dermatology ^have declined between 1974 Jmd 1976*{6l/) 

The growth rates for surgery and other specialties have been modest, with their 
agg^regate proportions declining. In th^ case of the siTrgical specialties, this 
diminished growth may reflect concern atiout a potentii^^ oversupply. In the 
case of the other specialties^ the diminji&^ed growth majMi^ duej^ part to the 
restrictive legislation on entry of foreign medical graduat^^s'^o 
large proportions of residents in anesthiesiology , psychiatry and patholog^ A 
CTomparison of the 1974 and 1976 numbers ^how these effects dramatically^ 
Radiology has declined in numbers due to, the phasing out of general radiology 
as a specialty. \\ ^ ' , 

Relationships Between Residency Position^ Offered ^nd Pilled 

It is interesting to look at the relationship between "first-year residency 
positions offered and filled, shown in Tables 7 and '8. One of the keys to 
ade<]uate physician manpower is having a sufficient number of appropriate 
graduate medical eduation (CHE) positions'. It is crgcial to try to^assure 
that there will be enough GME positions tO accomnodate graduates of U.S. 
medical schools, and that the specialty mix of these positions will contribute 
to a desicable mix of specialists. There has been recent speculation about 
possible future shortages of first-year residency positions*{62/) 

A siiliple regression analysis indicates that all residency programs except 
general surgery have increasing proportions of their offered positions filled. 
This rise in percent of offered residency positions being filled is probably 
due b0th^ to a larger portion of U.S. medical scbool graduating class seeking 
such afJvanced training and to a rising number of foreign medical graduates 
fulfilling their residency plans in the U.^. Only the general surgery 
residency programs seeoL relatively unaffecied by these rising demands. 



On the other hand, the availability of first-year GHE positions in each .of the 
specialties as shown, in Table S, has remain^ed remarkably constant over more 
than a decade, even with a concurrent 37 .pei^cent rise in the number of U.S. 
medical ^^chool graduates. Table 8 also^shovs the percent of each graduating 
xlass that could be acccnnodated in the sey^n residency programs studied in 
each of the seven year^a between 1960 and 19)4 for which data are available. 
Hot only ao the ratios between CHE position^ offered and U.S* medical school 
graduates ^how^ almost no variation, but in «iach residency program, the ratios 
of availably positions to size of class in the seven sample years also remained 
nearly the fame, por example^ over the 14-y^ar period the ritio of total posi- 
tiona offer^ to size of graduating class varied only between 127 and 136 per- 
cent. The number of psychiatry residency positions available could accommodate 
between 18 percent of each class sampled. ^ t. 
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•XABLE 8 



Percent of U.S. Graduates 
Which Could Be Acconmodated By ■ 
Offered Residency Positipns By Specialty 1/ 





1960 


1962 


1963 


1969 


1970 


1972 


1973 


1974 


Ane s t he iCo logy 


10 


u 


11 


10 


11 


10 


10 , 


9 


Dermato loitv 


2 ^ 


2 


2 


2 * 


2 


f 

2 


3 


2 


Inte rnal 
Medicine 

Pediatrics 


■ 36 
14 


^'39 
15 


38 
15 


36 
16 


. 36 
15 


15 


, 38 

* 

15 


• 39 
16 


Psychic*try 


20 ■ 


2.1 


21 


21 


■'21 


21 


19 


18^ 


Surgery ■ 


• 34 


35 


35 


36 


34 


34 


32 


31 


Obstetrics/ 
Gynecology 


4 

14 

-¥ 


13 


13 


12 


11 


12 


11 


12 

-J 


Percent 
of Total 
Graduates 


130 


136 


135 


U3 - 


'130 


130 


128 


127 


Total U.S. 
Graduates 


8,943 


8,388 


9,485 


10,304 


10,325 . 10,921 


11,561 


12,225 



1/ Data were not available on 1976 TJ.S, graduates. 
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These two?* s^ple analyses give an indication of the complexity of the issues 
associated with graduate medical education and the need for further sjtudy of 
these issues and their interrelationships bjefore any conclusive statements can 
be made . ^ 

Doctors of Osteopathy in Residencies 

Similar trends in the choice of first-year residency positions have been occur^ 
ring among the doctors of osteopathy in both AOA and AMA approved residency 
training programs with increasing proportions choosing primary care. 

The overall fill rate for all approved osteopathic residencies has been rela- 
tively stable at about 50 percent indicating that the overall capacity of res- 
idency programs in accredited osteopathic hospitals has not yet been stressed. 
However^ between 1974 and 1976 the num&^r of osteopathic physicians in AdA 
approved residency programs has leveled off^ in constraint to steady numerical 
increases prior to 1 97A . (63/64/ ) Likewise^ the' number of osteop^hic physi-- 
cians in AMA approved res idencies declined betveen 1973 and 1976 (from 480 to 
415). _ * * 

Women and Minority Representation 

Women and minorities are increasingly represented in the training pipeline. The 
first-year enrollment for females in schools of osteopathy increased from 2 per- 
cent of the total in 1965 to 14.5 percent of the total in 1976-77, The numbers 
of females in medical schools at the same time increased from about 9 percent in 
1965 to 23.8 percent in 1975. 

The first-year enrollment of Afro-Americans has increased numerical ly^ but has 
declined proportionally between 1971 and 1975 (from 882 to 7.1 percent to 893 
or 5.9 percent)* Enrollment for other minorities has increased both numeri- 
cally and proportionately, from 181 or 1*5 percent to 334 or 2.3 percent for 
American Indians, Mexican Americans, and Mainland Puerto Ricans . The numbers 
for Asian Americans, Cuban Americans and other minorities have increased from 
217 or 1.8 percent in 1971 to 396 or" 2*6 percent in 1975. Similar but smaller 
increases in minority enrollment have occurred in osteopathic schools . ( 65/66 / ) 

Female M.D.s tn residencies rose from 4,382 in the Fall of 1971 to 7^816 in the 
Fall of 1976 . Among individual special ties in 1974^ ped iatr ics accounted for 
the largest share of female residents at 20 percent of the total compared to 8 
percent of the total male residents. Int^ernal medicine and psychiatry eacli 
accounted for\15 percent of the total female residents compared to 29 percent of 
the total male residents^ and pathology accounted for 11 percent, compared to 3 
percent of the total male residents* These r&present basically the same distri- 
butions that have occurred in previous years . (67/68/) 

In 1974^ a total of 1,113 Black U.S. citizens were serving in residencies which 
represented 2.3 percent of the total numbers of Residents in aUapothic programs. 
This is an increase over the K7 porcent figure in l968. Of this total, 255 were 
in internal m&dtcine^ 147 in general surgery^ 154 in obstetrics and gynecology, 
and 50 in family practice. (69/^ 

In summary, the primary care specialties of famiiV practice, pejliatrics^ and 
internal medicine residencies plus general practice attracted 36' percent of 
black residents, 39 percent of women residents and 36 percent of all residents 



in 1974. If obstetrics and gynecology is included^ the percentages become A9 
percent of blacks ^ 45 percent of women a^d 42 percent of all residents in the 
primary care specialties. Future trends for women and minorities are difficult 
to predict apart from the total resident pool due <o limited data. 

Foreign Medical Grajiuate Representation " , ^ 

Because many foreign medical 'graduates enter the United States at ^l^east 
initially for graduate training, they havj& had an especially significant impacJk 
on residency training programs. Between 1965. the first-year for which FMG 
residency training data are .available and 1976^ the numbers of FMGs in residency 
training grew from 9^121 to 15^496 but declined proportionately from 28 percent 
to 26 percent of , the ^total. However ^ their proportion reached a high of 33 per- 
cent during the academic years of 1969-1970 and 1970-1971. Comparisons among 
individual specialties also revealed interesting changes. In 1974^ for example^ 
32 percent of all FMG residents were in* general surgery and 27 percertt were in 
internal medicine in contrast to 1965 when the proportions were 22 and 17 per- 
cent , respectively . ( 70/7 l / ) ^ 

Foreign trained physicians have played a relatively large role in the training 
and service delivery programs of non-affiliated hospitals in comparison with 
hos{>itals affiliated with medical schools. In non-af f i 1 i ated hospitals, 59 per- 
cent of the positions filled have been filled by FMGs in 1970^ 1973 and 1974. 
In affiliated hospitals, FMGs have represented only 29 percent^ 28 percent and 
. 27 percent of the residents, in the respective years. In at least half of the 
specialty programs in non-affiliated hospitals^ the majority of residents are 
foreign trained^ compared to affiliated hospitals in which only three special- 
ties (anesthesiology^ general practice aif?J psychiatry) have a niajority of 
foreign trained residents .( 72/73 / ) X^^Z::^ 

In 1976> there were 4^762 first-year FMG residents^ excluding Canadians^ in AMA 
approved hospital training programs. They represented 24 percent of all first- 
year residents. In 1974^ thirty-three percent of these FMGs were in primary 
car'e^ excluding obstetrics and gynecology; 5.5 percent were in obstetrics and 
gynecology; 22.2 percent were in the surgical specialties; and 41 percent were 
in the medical or other specialties. Thus^ FMGs are distributed in primary care 
in lesser proportion (33 percent) than tf-S. graduates (40 percent). The same is. 
true in the surgical specialties where FMGs comprise 22.2 percent of the total 
compared to 25.2 percent for U.S. graduates. In the medical and other special- 
ties» FMGs made up proportionately m<^ of the total (41 percent) than U.S. 
graduates (28.9 percent). The largest proportion are in institutionally based/ 
specialties^ such as anesthesiology^ pathology, pgvrV^j fit^y radiology where 

they represented half or more of all tirst-year residency posit ions .< 74/ ) Not 
surprisingly^ these specialties have relatively higher proportions of"unfill^d 
residency positions (exclu^ding FMGs Irom such proportions) than special ties ' like 
dermatology and ophthalmology which have small numbers of FMG residents* 

^These characteristics FMGs have signficant implications for physician spe- 
cialty and manpower §nd any changes in their numbers or distribution will alter 
physician distribution in the next three or four decades. The implications of 
' P.L. 94-484 on the influx of FMGs have yet to be assessed. 
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CHARACTERISITIOS. OF PHYSICIAN EXTENDERS 
(PHYSICIAN ASSISTANTS AND KURSE PRACTITIONERS ) 

The uneven availability of medical^ services in parts of the country a6 well as 
the general concern over increasing escalation of medical care costs have con- 
tributed to developing the supply ^nd^utilization of nurse prsctitioners (nPs) 
and physician srssistants. (PAs)^ during the past decade. There are about 6,420 

' fqnnally trained active nurse practitioners and about formally trained^ 

active physician assistants in 197fr(75/y Numerous surveys have revealed that 
these mid-level health p&rsonnel\ collectively referred to as physician extend- 
ers (PEs) are increasingly being accepted by l>oth» pat ients and physici-ans. 
However^ their continued growth and utilization is still not certain, for many 
-reasons^ including: legal constraints; the reimbursement issu^^ diverse defi- 
nitions of functions; diverse' educational experiences of physinRi extenders; 

',^nd to ^ lessor degree^ the uncertain status of their draining programs and the 
uncertainty of their relationship to one another, ' 

\Pn arder to develop credentialing mechanisms for these professions » it is first 
necessary' ta establish the specific roles of its members, A physician assistant 
is defined as a person who iFenders services under the sup^ervisi c^n and responsi- 
bility of a physician .X76/) A Twrse practitioner must '*have advanced skills for 
assessing the health illness status of individuals and b\ able to articulate 
nursing therapies along side other planned therapies . "(7 7/) - 

Programs preparing physician assistants are accredited through the Am'eriJan 
Medical Association Council on Med ical Education in collaboration with the 
American Academy o£ Family Practice^ the American Academy of Pediatrics^ the 
Axi^erican College of Physicians^ the American Academy o£^ Physician Assistants^ 
.And the American Society of Internal Medicine. The expanded role nursing 
, programs are accredited l>y the American Medical Association and the National 
League ^of Nursing, ^- 

Just as economic factors and the relative scarcity of primary care services 
caused a rapid expansion in the supply of physi(;ian extenders in the past » 
tti^se factors will determine the rate and Extent of their growth^ in the future, 

.Laws » customs^ and a delineation of professional territory by groups and indi- 
vidual practitioners will alsd serve to facilitate or constrain their growth. 
These determinants generally Operate in the division of lal)or» and in clinical 

^medicine they may determine the actual magnitude of task 'delegation , 

physician Assistants ^ * ' ' 

Physician assis-tants and Medex are defined as those professionals who are 
educated and trained to perform functions and tasks that have been tradition- 
ally performed only by physicians,' More speci f ically » physician assistant ^nd 
M^dex roles encompass the ability: (1) to elicit a comprehensive health 
history? (2) to .perform a comprehensive physical examination; (3) to perform 
simple diagnostic laboratory determinations and to understand and use their 
values^; (4) to perform basic trea^ent procedures; and (5) to give appropriate 
clinical responses to commonly enc^tqitered ememgency care situations. Although 
effective supervis^ion is required^ it^Say not be face^^to-face in all ca^es , 

There is great diversity among training programs with respect to entr^^e 
Vequirements » curriculum content » institutional setting and program title or 
name. The more cotonon titles are pbysician assistant^ Medfix^ t>hysician associ- 
ate and clinical associate. Most training programs are of two years' duration. 
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Currently^ ther^ are fbot^f 50 programs ^hich have as their objective the 
training of assistants to the primary care physician. Another two training 
programs- exist which train physician assistants for other specialties such as 
the' surgical a^sistdi(it,j^he urological assistant and the orthopedic 
assistant. (7^/) The majority of these programs receive support from the 
Federal Government and some programs receive^ sObstaxitial State andyor private 
foundation assistance. } - 



Little has been documented abo'qt the geograph^ical and specialty diset^bution and 
demographic characteristic's of 4he presently active physician assistants. 
Ther^fore^ DHEW supported a survey on a sample of them* Preliminary iresalts 
showed that the respondents were predominately male> with an average age of 30* 
About half possessed ^uDoergra^ate degrees^.a thijd high-school diplomas only» 
and Very few possessed graduate degrees* Although PAs are 'generally envisioned 
as aids to the primary care physician^, one-fifth of the PAs ^nd Hedex .are 
employed in non-primary care settingsJ(79/) 

* ' • ■ ■ " ■ . ■ • 0 - / ^ 

InVorder to determine whether or no:t pAs would be used' in replacement of ints§rns 
c)fi& to the phasing out of the internships t^e Catholic Hospital Association per- 
formed a survey on the utilization of,FAs-in its'- 672 .member hospitals. The 
results of this survey indicated that PAs were indeed being used in hospitals 
of all sizes and in all locations. However>* the great *mi^^ority. of PAs in these 
'settings were employed by private physiciansvand were loc^j;;^d primarily^in the 
;operating room.(:80/-) This .may be the resuy of the AHA jrestJriction on the 
direct hospital employment of tfie^'^f^hysi^an assistants^ 

Nurse Practitiqnejrs ^ 

All formal^ 'trained nurse pra^J rif^ S^nerj^ must have a RN -degree. *There are a 
variety of' programs ^availaMJ^^^tW^rai^ing different types of T)urse practition- 
ers» namajlyv pediatrics v«^{(Cw& maternity nurse^s^ family^ adult 'and 

psychiatric nurse pr^^G^^oner^ . qJ. January 1975> there were 131 programs of 
which 36'were cej^pfncate programs andJ^S were masters programs. Tlie leng^ of 
training*requi/ed, in* certificate programs raifges from 3 to l5 months » witt^he 
majority lasting about a y^ar.. The length of training require<^ for a masters 
degriee ranges from 9 26 months »^ with the majority of the programs lasting 
about two years. Between 1970 and 197^5^ these programs ■ graduated about 3^800 
certifies! nurse practitipnerj and tabou^,^^^i^OO i^fiter's degree nurse 
p;:actiti oners . ' , ■ , - * ' *^ 

Survey data on graduates 'from these programs reveal that ove^'three-fift^is of 
them are providing primary care (75 percent of certificate practitioners and 46 
percent of 'master/s nurse practitioners.) Thirty-five percent^of the survey 
respondents are pediatric nurse ^actitioners/. 26 percent are family nurse prac- 
titioners^ 22 percent are adult nurse' prac titjioners » with the remaining group 
being nurse mdwives^ n^aternity nurses and psychiatric nurses* Host of the 
nurse practitioners T>rovi<Ung primary care *(63 percent) are in ambulatory 
practice settings. Other large groups are emplo^ed'in nbnhospilal^ insti- 
tutional and community settings (16 and 10 percent respectively). The s^me / 
survey data dhow that yearly all students are «femaleM93 percent) » 90 perpent 
are white> and about half "are between the agCJ8^of 25^ and 3^^.(81^/) 

Numerous studies have focused on the actual and potentifal role of the physician- 
extender vis-a-vis physician. These studies' have looked at various types of 
extenders in diversified types of practice settings demonstrating a variety of 
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TABLE 9 

Esfimate&^'S^i Productivity Gain* 
Realized by Hiring Mid-Level Health Practitioners 

Main type percent increase 

SPECIALTY TYPE OF PRACTICE MID-LEVEL PRACTITIONER W PATIENT VISITS 

PRESENTLY USED 

t 



General and 


Solo " 1 


or NP*" 


1/ 37 - 


90 


2/- 


Family Practice 


Group / 


PA or NP 


53 - 


100 


3/ 


and Internal 


Institution / 


PA or NP 


4/ 38 - 


63 


5/ 


Med icine 


HMO " / 


PA or NP 


6/ 38'- 


47 


7/ 


Pediatrics' 


Solo 


NP 


8/ 33 - 


100 


9/ 




Group. 


' NP 


43 - 


100 


■10/ 




Institution 


; m 


71 - 


82 


11/ 




HMO 


NP 




47 


TT/ 


Obstetrics and 


Solo 


Nurse Midwife 


43 - 


75 


13/ 


Gynecology 


Group 


Nurse Midwife 


61 - 


98 


■W 




Institution . 


Nurse Midwife 


15/ 23 - 


44 


T^/ 




HMO 


Nurse Midwife 


23 - 


44. 


17/18/ 



* As measured'^by percent increase in number of pafi^rrtr'vis its per week 
realized after hiring one mid-level practitioner. 

y Nelson^ E.C.> et al . ^ ""Impact of Physician's Assistants on Patieat Visits 

in jAmbulptory Care Practices/' Annals of Internal Medicine 82, . 
^ ; P./608, 1975. ' 



2/ .^abin^ D.L. » Georgewown University^ Department of Community Medicine and 
international Healthy 1?7>- 

y /Reinhardtj U.E. and Yett^ D.E^^ "Physician ProductiveN^jjnctions Under 
/varying Practice Arrangements" ^ Community Profile Survey Data, Technical 
/ Paper No. U, January 1971. 

4jf Schulman> J. and Wood C.^ "Experience of a Nurse Practitioner in a 
General Medical' Clinic"^ JAMA 219, p. 1953^ March 1972. 

5/ Scheffler^ R.M. , "The Productivity of'PhysiciaA Assistants: 'Empirital 
Estimates"^ Presented at the Western Economic Association Meetings June 
1976. ' ' . 
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areas. Thus, it is the high proportion general practitioners that causes 
the aggregate proportion of^ primary care H.D-s to be^igher in rural areaV 

Geographic distributrotl^ is ,inore even for family practitioners .(83/) Survey 
data on family practitioners show that about a third indicate a preferencTe for 
practice in small commuities and in non-SHSA counties. Thereiore, if family ^ / 
pVactice continues to grow at its present rate, its distribution may become 
similar to that of general practice. At present, annual additions of family 
practitioners are le^s than losses of general practitioners. 

, Undefttanding statis-tics on the unequal geographic distribution is compounded ' 
further by the inclusion of interns and residents in the population ratiosrand 

I proportion/. Although they are providers of patient care, they al^o function 
in traini/ng capacities and therefore may not be considered Airectly^equivalent 
to fullytime physicians. If interns and residents are subtracted' from Statje 
numbers of specialists, the ranking of specialist manpower amopg'States will 
not change sigiiif icant ly , but the degree of variation among States will be ^ 
reduced somewhaS^ Urban States, having the larger number of training centers, 
' interns, ^nd "resiotents, would have their specialist manpower reduced thereby 
narrc^ing th4 Mff ference b'etween them and the rural State^. 

, There are several other possible explanations] for the wide variations in physi- 
ci^an population' ratios among the Stages. FirLt*, the mortality raee may be 
erignficAntly different among Sta'tes , althou^, this explanation can be refuted * 
by the example .of Utah and Nevada^ Nevada has significantly higher mortality 
rates than Utah despite the facb that its physician to population ratio and 
hbapital bed to population ratio are similar to those of Utah- (84/) Second, 

^ some States may l^ave surplus of specialists who provide services in other 
specialty areas and/or are being underutilized. Historically, health manpower 
rjesoi^ce^ have acted as determinants of the amount of* health services utilized. 
For example^, studies in Kansas, Vermont, and across Canadian Provinces show the 
overall supply of surgeons and hospital beds strongly affect the incidence rates 
for surgery. In Vermont, Nit was demonstrated that areas having Pore surgeons 
showed greater rates , of surgery than areas ^'ith a greater number of general 

V practi tiorters . The reverse is also true for areas with a greater number of 

* g^Aeral practitioners. Wi*thin the compsrative-^study areas of the^e States, the 
methods of payment! insurance coverage, atid, the basic ipethods of pra<3tice orga- 
nizatipn were ^inrilar^ as weife the sociodemographic cha]:acteristics of their 
popi/\ations . (85/ ) rS^tate distributio^is -of _^pecial i^fc^ are displayed in Table 10. 

' ^ * . . ■: ■ 

Physician distributions ar^ also'vleWed at the county level* As Table 11 
indicates, the proportion of non-Federal M-.D^s in 1976, in mel^ropolitan counties 
was more than six times that ,in norimetrof^o'li tan counties, as compared With 1963, 
when it was almost four times as high. Similarly, whil^ the physician per 
100,000 population ratio for all counties has inCr^as^d from 120.3-in 1963, to 
137.4 in 1976, the ratio has in£i;edSted in .non-metropolitsn counties from 73.8 
to 74.4. I^ikewi-se^ the porportioh of *t*D.S in noiy-metropQlitan counties 
compared to metro^blitan' counties dec^ried from.20.9 to 13.4 percent oVer the 
same period of time. * , ' ' * . ^ 

The disparity of the physic^n^ supply between yrban and rgral counties iSn 
further illustrated by tlje^fact that in. 1975, 87*1 percjent of all non-Federal 
physician^ wer^ located In the Nation's ^00 major-metropolitan counties. Within 
tfth^se areas there are far more doctors iP the ^burbs and affluent urban areaa 
than in the inner city. On _ the other hand'j -there are 145 counties (most of 
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TABLE 10 



Patient Care Physicians (Non-Federal) 
^ Oflfice and Hospital Based 



Specialty 

General and Famil^ Practice 



M.D.s 
100,000 



M,D,s 
100,000 



M.D.s 
100,000 



InCernai Medicine, 



Pediatrics 



M.D.s 
100,000 



USA 


Hieh 


^tA t PS 


MPff \ IITTl 

i ic u ^ um 




Low StaCes- 


25 .0 




23 


< 

Minn > 


'■ 32 


s.b. 


27 




-Mass . 


20 


N.J, 


20 


N.D. 


27 




Md. 


18' 


Ore. 


' 28 


Ala. 


19 




* Conn. 


19 


Penna. 


25 


Alaska 


21 




Cal. 


11 


Wash . 


31 


Miss. 


23 




Ave ■ 


' 22 


Ave > 


27 


Av e . 


X3 
T 


22. 1 




37 


Minn . 


22 


S.D. 


6 




Mass . 


34 


N.J. 


22 


N.D. 


8 




" Md, 


, 27 


Ore. 


' 19 ' 


IRla 










f 1 1 1 Id . 


20 


Alaska 


7 




Cal. 


24 


Wash. 


15 


Miss . 


_8 




Ave. 


31 


Ave . 


20 


Ave . 


8 


8.9 


N,Y. 


15 . 


Minn, 


' 6 


, S.D. 


2 




Mass , 


12 


N.J, 


10 , 


Nj.D. 


3 




Md. 


. 13 


Ore. 


6 


Ala. 


6 




* Conn. 


.12 


Penna. 


7 


Alaska 


5 




Cal, 


' H 


Wash . 


■ 7 


Miss . 


_4 




Ave , 


12 


Ave. 


7. 


Ave . 


4 



Source: Physician Manpower and Distribution ^ A Report of the Coordinating Council of 
Medica], Education^ October 25^ 1976. 
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100,000 

specialty * U.S.A. 
Obstetrics 6 Gynecology 9^3 



K 



Genera 1 Surgery ' ' 14.2 



Psychiatry 9- 7 



ophthalmology ' 4. 9 



u 



TABLE 10(a) 



M.D.s 




• M.D.s 






M.D.s 




100,000 




100,000 






100,000 




High States 


Medium States 




Low States 




1 L 


ninn . 


f 








Has9 . 


10 


N.J. 


10 




N.P. 


4 


Hd. 


14 


_^^^dre7N. 


8 




Ala. 


7 


Conn . 


11 ' 


Penna. 


'9 




Alaska 


5 


Cal . 


11 


Wash. 


_9 




Hiss . 


_6 


Ave . 


1 9 


A If A 


fi 

o 




Ave . 


1 


H V 

n . I . 




Ml nn 

ni nn . 


1 ? 






1 


Mass . 


18 


H.J. 


14 




N.D. 


3 


Md. 


16 


Ore. 


13 




Ala. 


2 


Cpnu.' 




Penna. 


13 




Alaska 


4 


Cal,. 




Wash. 


12 




Miss. 


10 


Ave . 


i / 


A If A 


1 1 




Ave . 


q 


H.Y. 


20 


Mi tin. 


5 




S.D. 


1 


Mass . 


17 


N.J. 


9 




N.D, 




Hd, 


15 


Ore. 


6 




Ala. 




Conn. 


15 


Penna. 


8 




Alaska 


4 


Cal. 


13 


Wash. 


_8 




Miss . 


_3 


Ave. 


16 


Ave. 


7 




Ave. 


3 


N.Y. 


6 


Minn. 


5 




S.D. 


2 


Mass . 


6 


N.J. 


5 




N.D, . 


2 




6 


Ore- 


6 




Ala, 


3 


Conn^ 


6 


Penna. 


5 




Alaska 


I' 


Cal, 


'6 


Wash. 


5 




Hiss. 


3 


Ave. 


6- 


Ave. 


5 




Ave- 


2 



' 5G 



TABLE 10(b) 











M.D.s 




M.D.s 






100,000 


. lOrf.OOO 




100,000 




100,000 




Specialty 


ij.S.A. 
* 


High States 


Medium states 


Low States 


Orthopedic Surgery 


5.1 




5 


Minn . 


5 


S.D. 


3 






Mass.^ 


6 


N.J. 


k 


N.D. 


3 






Hd. 




Ore. 


7 


Ala. 


3 

* 






Conn. 


6 


Penna . 


k 


Alaska 


k 






Cal. 


7 


Warsh. 


6 


Miss . 


3 






















< Ave . 


6 


Ave . 


5 


Ave . 


3 


Urology 


3*0^ 






Minn* 


3 


S.D. 


2 






Mass . 


3 


N.J. 


3 


N*D. 


2 


-* 


■1 


Md. 


3 


Ore . 


3 


Ala. 


2 






Conn. 


3 


Penna. 


3 


Alaska 


1 


' * 




Cal. 


3 


Waah . 


3 , 


. Miss . 


_1 






* Ave* 


3 


Ave . 


3 


Ave . 


2 


Anesthesiology 


5.6' 


* 


* 

8 ' 


* Minn. 


k * 


S.D. 








Mass . 


9 


N.J.^N,,^ 


6 


N.D. 


2 


— 




Md. 


6 


Ore . 


7 . 


Ala. 


3 






Conn * 


7 . 


Penna. 


5 


Alaska 


2 






Cal. 


8 


Wash. 


7 


Miss . 


2 






Av« . 


8 


Ave . 


6 


Ave . 


2 


Patho logy 






5 


Minn. 


A 


S*D. 


3 






Mass . 


5 


H^J. 


k 


N.D. 


2 






Md. 


5 


Ore . 


4. 


Ala. 


2 






Conn . 


5* 


Penna. 


k 


Alaska 


2 






Cal. 




Wash. 


k 


Miss . 
- — ■■^j< . 


3 


• (7- ■ 




Ave* 


5 


Ave . 


k 

* 


Ave * 


2- 







I 
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TABLE 10 ( 


c) 








tf * 




M.D.s 




. M.D.s 




M.D.s 




1 An AAA 

100,000 


100,000 




100,000 




100,000 




U.S.A. 


High States 


Medium States 


Low States 


Radiology 


5.1 


N.Y. 


8 


Minn. 


4 


S.D. 3 






Mass . 


10 


N.J. 


4 


iH.D. 6 






Md. 




Ore. 


4 


AU. -5 






Conn. 


8 


Penna. . 


5 


Alaska ' 3 






Cal. 


9 


Wash. 


4 


Miss. 4 

— ^ ^ 




V 


^ Ave . 


8 


Ave. 


4 


Ave . 4 


Surgical Specialties 


33.3 


N.Y. 


43 


Hinn. 


37 


S.D. 19 






Mass . 


39 , 


N.J. 


41 


N.D. 20 






Md. 


34 


Ore\ 


44 


Ala. 23 


i" 1 


- — * 


Conn. 


39' 


Penna . 


39 


Alaska 19 






. Cal. 


38 


Wash. 


39 


Miss*. 20 






Ave . 


39 


Ave. 


40 


Ave . 2b 


Other Specialties 


37/0 


N.Y. 


56 


Minn.' _ 


32 


S.D. 13 






Mass . 


52 


N.J. 


34 


N.D. 18 






Md. ■ 


34 


Oi^e. 


52 


Ala. 15 






Conn. 


48 


Penna . 


35 


Alaska 14 






CalV 


ft5 


Hash. 


35 


Miss. 14 






Ave . 


49 


Ave . 


34 


Ave. 15 
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TABLE 11 



' Non-Federal Physicians (M.D.) Providing Patient Care 
in Metropolitan an<J Nonmetrop<^litan Areas 1963-76 



Number of Physicians 



tear 


All - 
Counties 


1/ 

Metropolitan ' 


Komnetropolitan 












1963 * 


225,427 


, 178 


,403 


' 47,02i 


1964 


232.067 


184 


,298. 


47,7.69 - 


1965 


239,482 


189 


.211 . 


48,271 


1966 


241,473 


192 


.871 


48,602 


1967 


247,256 


200 


,880 


46,376 


1968... 2/ 


236,458 


192 


,241 


44,216 


1969 


245,368^ 


200 


,247 


45,121 


1^70 


252,778 


206 


,676 


46,102 


1971 


261,335 


217 


,187 


44,148 


1972,', , , , 


'266,587 


225 


,424 


41,163 


1973 


270,412 . 


231 


,529 


38,883 • 


197,4. . 


276,070' 


235 


,994 


40,076 


1975 


287 ,837 


249 


,218 


38,619 


1976 


294,730 


255 


,102 


39,628 



M.D.s per 100^000 Population 





All 






Year 


C6unties 


Metropolitan 


Honmetropolitan 


1963 


120.3 


144.2 


73.8 




122.0 


146.8 


73.9 


1965 


123.5 ' 


148.7 


73,6. 


1966 


123.7 


148.9 


74 . !■ 


1967 


125.4 


150.0 


73.3 


1968.. .2/ 


118.7 


' 141.6 


69.7 


1969 


.121.8 " 


145.7 


70.5 


1970., 


124.2 


148.7 


71.5 




127.5 


152.9 


■70.1 


1972, 


128.5 


152.9 


68.6 


.1973 


129.1 


159.9 


69.4 


1974, . 


130.9 


153.3 


. 70.4 


1975, , , , 


134.8 


156.9 A 
158.2 


74.1 




137.4 


74.4 
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them sparsely populated) which have not active M.D.s. Furthermote, non- 
metropolitan areas have had higher proportions of older physicians than the 
Nation as a whole.(86/) / 

In view of this unequal distributiori , Congress, in the Emergency Wedical 
Services Systemfi Act of 1973, P.L. 93-154, and again in the recently enacted 
health manpower legislation P.L. 94-48A, has emphasized that federally supported 
health manpower programs should focus on' health manpower shortage areas. For 
the purpose of implementing these programs, the Secretary of HEW must publish 
and routinely update a list of areas so designated. Critical health manpower 
shortage areas were designated in the past on the basis. of a physician (non- 
Federal office based> primary care) to population ratio of 1:4>000 a critical 
value below which' an area is designated as «r-eritical health manpower shortage 
area. (87/) Guidelines being developed now for shortage area di^signation^will 
include several variables in addition to physician-population -ratios . 

Locational Patterns of Doctors of Osteopathy 

The geographic distribution of physicians by specialty is, in part, also related 
to the, uneven national distribution of osteopathic physicians who, in some 
States, represent a sizeable component of total physician>anpower. In 1977 , 
DiO.s were distributed unevenly among the States primarily because until' 
recehtly they were not allowed complete practice privileges in many States. 
The largest number (2,760) was in Michigan with only seven in Alask^. . In over 
twenty States there were less than *a ^hundred ostieopath^c physicians and 
students in 1977. The distribution ol active D.O.s -aiaong the States m^y well 
become-more uneven within the next few years because in many States high 
proportions of these physicians are over 63. ^ As a' result of this uneven 
distribution, the ratios, of active non-Federal osteopa-thi-c physicians per 
civilian population ranger^from 0/1 per 100^,000 in Hississipi^i to 26 per 100,000 
in Michig^ with jthe IJ.S. average being 6(4 per^ 100^006.(88) However, withi^i 
the States xh, which D,0:'s are ^ncentratei. they are relatively evenly 
distributed among communities of different ^^ze. Similarly, the . specialty 
<fistributipn of active noiT^Federal D-O.^s alsoVt^nds to be -fairly even among 
cotununities .of various- sizes^(89^/) * . ' ^ 

Locational Patterns of Foreign Medical Graduates ' " ^ 

Foreign Medical Graduates gravitate towards" the highly urbanized centers* of the 
country to a greBter%xtent than U.S. medical graduates. Aljaost half of ail 
^s are located in only five States. Of the total active -FMOs only 10 jSercent 
practice it} non^e tr^olitan areas compared'.yith 13' percent of U.S. me^dical 
graduates. By the end of 1976, 20 percent of M.^/s actively engaged in 
practice were foreign medical graduates, ^ the proportion in urban* counties being 
^twice that in riif^ counties, in SMSAs of greater than 3 m-illion population, 
over ope-third of^the M.D.s were foreign medical gr-aduates'while the proportion 
i,n smaller SMSAs more nearly 'reflects the overall proportion of foreign medical 
graduates to t'he total of physician population. 

ThuSj patterns discerQ^d at the national level indicate that foreign, medical 
graduates ar^ not. improving th6 unequal geographic distribution of physicians^ 

♦ However, if^^EEfe^ geographic data are disaggregated {o -the county level of 
analysis, one can see sizeable variations in the extent to which foreign 

^medical graduates locate in metropolitan areas. I^n at least eight States, 



larger proportions «of foreign medical graduates are located in non -metropolitan 
areas than in metropolitan areas. In most of these States this is true for 
office-based as well as hospital-based FMGs i"n contrast to the urban-rural 
distribution observed at the national level, fit the same time, at least 
one-half of these States liaVe physician population ratios which rank among the 
lowest in the country . (90/) furthermore ^ a recent comparative , study of the 
distribution of U.S- and"foreign trained physicians in Maryland revealed 
foreign trained physicians to be more evenly distributed than U-S- trained 
physicians , (91 /) 

Quantification of Geographic Distribution of Physicians 

The National Health Planning and Resources Development Act of 197A (P.L. 93-6A1) 
designated Health Service Areas (HSAs) as the Nation*s local health planning ' 
^nits. An analysis of tl^e geographic distribution of primary care physicians 
and surgeons was performed by the Division of Medicine, Bureau of Health 
Manpower, with the HSA as the unit of analysis. The analysis aimed to show 
both how each HSAs share of physicians compared with its share of the Nation's 
population and how the local availability m physicians varied nationwide. In 
developing this profile of physician distrinution^ a methodology is presented 
to calculate physician availability- indicesvllor each HSA using two ^ 
proportions: the ratio of physicians availJuHle in each HSA to the Nation's 
total number. of physicians and the ratio of the HSAs population to the Nation's 
tota^l population. 

In previous analyses^ the magnitude of uneven distribution was quantified in one 
of two ways: either by calculating a single number index of the degree of 
unequal distribution throughout the Nation or by examining the physician to ptfp- 
uUtion ratios of the 3^200 U.S. counties. For example^ the Gini Index is a 
single number type indicator of the variation in distribution of a given item 
nationwide. It was developed as an index of national economic distribution. 
Its strenE;th lies in its abiHty to demonstrate chatige (as in income distribu- 

-tion) over time^ generally over several years ^ for a system like the economy 
where it can be assumed that changes will be incremental and continuous. The 

. Gihi Index^ as adapted to Pleasure variation in geographic distribution of phy- 
sicians^ aggregates the physician to population ratios of the Nation's counties 
i;o a single number between 0 and 1.(92/) A Gini Index of 0 would represent 
equal distribution or no maldistribution while an index of 1 would occur if ail 
the Nation*s physicians were found in a single county. 

The primary shortcoming of the Gini Index in describing equality or inequality 
of distribution is that> being just one number^ it does not convey any 
impression of the variation in distribution among the sub-areas of the country. 
For instance^ uniform maldistr ibution in many counties would produce the ^same 
Gini Index as severe maldistribution in some counties and little or none |n 
others. (93) ' \ 

~" ■ ' \. . 

The othier v^y in which physician distribution has be^n quandified> by comparing 
the physician to population ratios of the Nation's 3^200 ^oulpties, is, cumbersome 
because* of the large numbers involved. In addition > it hxis one major drawback — 
the cojunty is not a meaningful unit for analyzing the availability of health 
^manpower because county boundaries ^rely coincide with the boundaries of ^ rat- 
ional health service area. (94^ Consequently > the population of a <^unty nor- 
mally has access to either more or fewer physicians than jusC the pool of 
physicians practicing in that county. ' Except on rare occasions/ it will be 



difficult for a county which has le&& than its share of health care resources to 
mobilize its administrative structures to develop linkages to those organiza-^ 
tional units which can help in attracting the resources needed. 

In contract, the HSAs have both the required administrative linkages and the ^ 
mandate to deal with the problem of physician distribution. This section ^ 
describes a method of calculating and displaying the distribution of phy^cians 
by HSA across the Nation. This proposed methodology fir&t calculates physician 
availability indices for each of the Nation*s 2Q^ HSAs and then aggregates these 
indices in a histogram to show the profile of the nationwide geographic distri- 
bution of physicians. If this distribution is wide> thetf it can be said that 
maldistribution exists. 

The availability index (l) for each .HSA is a weighted average of the ratlo^ 
between ^h^-'portion of the Nation's physicians in each of the HSAs counties and 
portion of the, Nation's popi^ation living in each of those counties. That is, 
if the HSA attracted a portion of the Nation's physicians equivalent to its 
portion of the nation's population^ its physician availability index would be 
tol.O, In the exercise presented here> separate calculations were made for 
primary care physicians and for surgeons (including obstetrics and gynecology). 

In Figure 1^ 1973 data are used^^^ show the distribution o'f I, the physician 
ayailah^litw....ittS^K for each HSA, along an interval scale from shortage to 
overat/iraC^lTon of physicians. At that position in the figure where 1=1, the 
hist^granf is* divided between thoseJiSA<w>th-le3S than their- equivalent share 
the Motion's phy&ici^nfi_and--ttrose with more. The dotted bars O'f the 
[stogram show the number of HSAs having an index for primary care physicians 
in the tnterval^shown at the base of those bars; the cross^-hatched bars show 
the same information for surgeons,. For example^ 39 HSAs have the same or only 
slightly more than their equivalent share of the Nation's physicians. Thirty 
HSAs hkve an availability ind'ex for surgeons of between ,A and .59; these KSAs 
have a Vmch smaller portion of the Nation*s surgeons than their portion of the 
Nation's^opulation . ^ . , 

For both primary care physicians and 'surgeons > more than twice as many HSAs 
(1A2 for primapy^'carfev 1^7 for surgeons) have less than their equivalent share 
of provider^^^-^an those, which have more than their equivalent share (61 for 
primary care^ 58 for surgeons), Also> more than^ six times as many HSAs are 
faced with much less than their share of primary c^re physicians and surge^^ 
(53 HSAs had availability indues less than or equal to .59) than are faced 
with much more than their sha^ (8 HSAs had indices grea*ter than or equal to 
1^6), The availability index has a mean of ,8> standard deviation of .3A> and 
rie^ between .47 and 2.69, • 
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his method of displaying the Nation's physician distribution meets the basic 
needs for policymaking aimed at alleviating any maldistribution of physicians 
in the U,S. The method provides a measure of the global problem^ if one 
exists, and also shows enough detail of the variation amoAg subsections xTf^ the 
country to help health resource' planners identify important loci of the problem, 

HoweVerj a physician availal)ility index deals only with the relative distribu- 
'tion^ qf the physicians svsilable and not with the adequacy of physician supply 
or physjlcian services in absolute terms. It is important to emphasize that this 
view of the distribution problem considers only gross nambers of physicians and 
populations^ not the important issues of access to physicians, productivity of 
phyd£cians> or physician utilization. 
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^^Ffgure 1 Frequency distribution of pliysicr^n avaiJabiirty indices - primary care 
' ' physician^ an{i surgeons far the 204 iHSA's. 
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Locational Patterns of Physician Extenders ; ^ ^ - 

In yiew of the uneven distribution of physicians, it is important to examine 
the distri1)ution of physician extfii^ders in order to*assess how ^they contribute 
to the genera^ distribution of health manpower. Physician assistants and Hedex 
are distributing themselves throughout tKe Country, with each of the 30 States 
having at least some in practice. The greatest number are concentrating, in th^ 
larger S^tates or in^States that have older and ^eil-established programs. 
Nearly 80 percent of the physician extender respondents to a survey conducted 
in March 1975, indicated a practice location with a primary tare physician, in 
^^dition, Uhese physician assistants to the primary care physician tended to 
locate in non-^metropolitan counties^with less than 50,000 population*^ in propor- 
tions, far greater than the percent of the resident primary care physician 
population of these counties. ^ * * ' , 

r 

Among the types'of physician assistants, percent of the Kedex were located" 

outside the metropolitan SMSA ss compared to 31.1 percent of the two-year 
physician assistants .(95/^/) 

Survey data on graduates/.^ formal nurse practitioner training programs 
'indicate that like PAs , ;they^ are' distributing themselves ar&as currently 
undersupplied with phy^it^Xans. About one-third of tt\e nupfe practitioners are 
employed in inner city area^and another 20 percent in other- urban areas; 16 
^percent in rural areas and only 10 percent insuburban areas. In addition, 
the7 appear to be evenly distributed thooughout^ the regions o^ the country . (97/ ) 

ThuSj physician extenders appear to be locating in areas currently undersupplied 

with physician manpower and ^ despite their small number, are s^^vi^g to 

ameliorate the unequal geographic distribution of health services. It is not 

^ certai*n that these distribution patterns will prevail 'in the future. . 

Determinants of Career and Geographic Choices ^ 

In view of the disparities exhibited in physician distribution, as described in 
this paper, it is interesting to look factors which may have predisposed 
physicians ta choosy particular special ties* and to practice in specific 
geographic Ijications^.- Significant numbers'^-tif studies have been conducted which 
hav^ fjQCused on these factors. Th^ objectives of such research have been "to. 

* develop admis^ion^ criteria, and supportive curricula to increase the likelihood 
that students would be more disposed to make specialty and geographic choices 
in shortage areas. Presently/ medical students are a rem^kably homogeneous - 
group of high achievers with s^Q^^|^intel),ectual and social out looks .( 98/) 

-Thus, they are more Ijikely to ^Sf^nue the ^existing patterns of physician 
specialty and geographic choix;e. ' ' 

The predictive factors gleaned from the determinants or research efforts on 

career and geographic choice, although not jd^f ini t ive ^ are related to socio- 
^demographic, medical school environment, psychological and community variables. 

For example^ medical students who appear predisposed to general^ practice *are 

characterized sociodemogpaphjlcally as: (1) those who are relatively older and 
^haye larger familie^i (2) tho;?e whose fathers brave lower status occupations^ 

(3) those who .receive lowjjer scores on their Medical College Admissions Test; 

(A) those who have lower income expectations; ajid (5) those who coi^e from 
J smaller sized communities > ( 99/100 /) It must be noted thatlwhile such students 

may be of **average** academic ability, such comparisons are beipg made within a 




f^ighly selective academic environment, and those students choosing general 
jjraCtice are high performers in clinical rotations. 

^h findings suggest that the following institutional variables impact on 
i^ent * s selection of primary care; Cl) faculty composi tion arid presence 
if role models; (2) the nature of the curricnlura; and (3) the nature" of the 
research emphasized by the school . ( 101/102 /) However^ additional research is 
needed to determine how both the attributes of today's students apd their 
educational experiences interact^to deterroihe specialty preferences. 

Considerable re&earch has been conducted to determine which factors affect . 
students* locationa^ < choices . Yet, little is certain because of the conceptual 
and methodological limits of such research. Nevertheless » it appears that 
community of origin and medical specialty selected are significant predictors 
^of probable geographic location. ( 103 / ) The research suggests that pjjjw4^ians ' . 
who select small towns for general practice value their life styles to a 
greater extent than professional rewards. Oji the other h^nd, many physicians 
who choose to practice in ahturbfan area appear to choose specialties which * 
depend upon modern facilities ano^^ich permit them to obtain professional 
stimulation from the presence of coTTe^'gu^s. This is an oversimplification^of 
the subjects of specialty and career choiceaTr3"^eir determinants. A. separate 
paper on this subject'witl be forthcoming from thf Division of Medicine, in the 
autumn, 19771 ■ 

MEDICAL SPECIALISE SUPPLY PROJECTIONS : ^ 

Having discussed the available data sources and .their limitations and the ^ 
current characteristics of medical specialists and physitfian extenders j is 
important t^Aook at the likely future supply of physician and physician, 
extender manpower.^ In an ongoing effort the Bureau of Health Manpower's 
Manpower Analysis Branch (maB) evaluates the future supply of^ health manpower, 
in the various occupations! As part of this effort > preliminary M.D. 
specialist' supply projections to 1990 are available . ( 104 /) * ^ ^ 

These |>rojections are derived essentially from two distinct estimation 
matrices, using the 1974 active supply of M.D.s by specialty as tihe starting 
^ point (see Table 12). ( The first matrix produces a **basic'! projection of 

year-by-year future M.D.^ graduates and separations.*f rom the active workforce by] 
country o^ ii(^ic*al education. The s*con*d matrix distributes the' future 
graduated and ^parations by specialty, disaggregated by cpuntry of medical 
» educatiotl. "High^-and '''low" estimates of aggregate physician supply have also 
been developed but are not included here. Comparable projections on ^ 
osteopathic physicians have not yet been devel9ped bA should be available 
shortly. ' ^ - - ^ 

^The first matrix projects' graduates and foreign additions^ utilizing estimates 
of fi rst-year enrollments , student attrition , , other me^dical school "re late J 
ttenis , and a model of Foreign and Canadian Medical Graduate (FMG/CHG) 
imnigration . The second batrix diltri^butes the ^ gt^aduates among, medical 
specialties through projections of'first-^ar residency tren^ds> aqd distributes 
deaths and, reti reti^ents of active practitioners among the specialties ^ 
proportionate to the supply in each specialty as of 1974. 

Projections of^the future specialty distribution of graduates based on trends 
in filled first-year residencies entail certain assumptions. For example, the 



TABLE 12 

qf £>Vhtation oi SpeciaUy Dietribution for Act ive. H.D.a 
by Country of Education: 1974 



Specialty. 



Active M*D 
AMA 3/ _ 



thod." 



— rn~~ 

330.266 
126,431 




Country of Medical Education 



Foreign * 


Ca nadian 


u . s 




**/ 


4^ 


J r 




Dumber 


percetit 


number 


^ uutnoer 


Tn — 


' ; — — 

{it) * 


{ J/ 


( 6J 


TTT 

C 7) 


/V , 7** L 


1 W 1 u / / 




1 .'^n A 7 
t uv . V ' 


272 >375 




jm . i 


1 , 0 /o ' 


ly ^ f 


107 , 703 




111/ 


Dm V 


1 J . 0 


40 , 306 


1 ,649 




12S 




7,^0 


10,908 


1 5»5 


649 


U -5 


43 ,0^5 


4 p74U 


7 . y 


261 




16,6^2 


^ ^3,019 


4 . 3 


300 


5.3 


15 , 156 


' 444 


0.6 


78 


1.4 


4*2U 


89 


0* 1 K 


9 


0.2 


355 


ioi 


0,i> 


A 
7 


yj . ^ 


372 


2 ,303 


i»2 


204 


3.6 


10^218 


16,884 


23^8 


1,721 


. 30^5 






10. t 4 


434 


8.6 


25,173 


500 


0 7 


92 


1.6 


2,429 


4,^12 


6 I 


371 


6,6 * 


17,492 


1,008 


K4 


221 


3.9 


10,120 


1,137 


1.6 


221 


3.9 


10.249 


^15 


• 1,1 


(28 


2.3 


4^961 ^ 


312 


0,4 


45 


0,8 


1 ,849 


91 


OA 


25 


0.4 


583 


473 


0,7 


33 


. 0.6 


1,528 


1,048 


1.5 


101 


1.8 


5,683 


1 
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1 



^ Total active physicians 

Prijiury care y 

G^«ral practice 

Faaily iiractxc'e 

Genera 1 . int e mad icine 

, General pediatrics 

Other nedical specialtiea 

Dermatology* 

Pediatric allergy 

' P^iatric .cardiolo^ .................. 

'InternaJL" oediciae aubapecialties \J . . . 
Sur;gical apecialties T. . , > 

€eiteral at*rgcry , 

Neurological, aurgery^ 

Obatetrici and gynecology 

^(Ophthalmology 

Orthopedic eurgery 

OtoUrypgology 

Plaatic atirgery 

' -Colon Ant^ rectal surgery ^ ,^ . . . 

Thoracic surgery. 

Urology, ,* 



,53,997 r 



752 
20,682^ 
17,48S 



4.479 
■ 429 
534 
12,043 
.93,386 



31,055 
2,859 
20,987 
10,741 ■ 
10,985 
5,588 
2,088 
662 
1,925 
6.466 



32,845 
3,021 
22,175 
U,349 
11,607 
' 5,904 
2,206 
699 
2,034 
6,332 



V 



/.:) 

ERiC 



TABLE 12 (con't) 

C * Active M.D.a - ^ Country of Kedical 'Wucation 

Specialty ' * AMA 3/ MAB A Foreign Canadian 

' ' \ ~ "Baatc Method" 4? 

^ nutJiber percent number percent 

Zr— m U) ^TTS (S) * (e) 

other specialties ' 92,964 ^8,226 26,831' 3^.3 ^ 1,946 34. S 

Anesthesiology 12,4S4 . 13,1^1 4^82S 6.8 272 4.8 

Neurology ' 3,839 4,0S6 923 K3 III 2.0 

Pathology 11.393 12,037 4,344 ^ 225 ^ 4.5 

Foreosit Pathology 198 209 59 ^ 0.1 4 ' O.l 

Psychiatry 23,302 ^ 24,621 ' -6,^45 $.9 S53^ 9-9 

Child p»ychi«try 2,411 ' 2,547 . 562 ' O.S 70 1 2 

Physical oedicii^ an4 / 

reh^bilitatioa 1,610 ' \ 1,701 ■ 668 0.9 33 0.6 

a^^iology 11,600 12,256 ^ 1^0\7 . ♦ ;2.8 191 3.4 

Oiagtwstic radiology 3,083 3,2S8 592 * ' '0.8 37 0.6 

Therapeutic r^iology U070 l,13i 329 0.5 20 0 4 ^ 

Miacellaneous 2/ r . . 21,974 23,219 . 6, 167 8. 7 395 7.0^ 

1/ Includes gastroenterology, pulinonary direaoe> allergy, and cardioya^ular diiease. * ~ - * i - ' 

2/ Includes occupational medicine* general preventiji^e Bedicinfr, aerospace medicine, pvbtlc hejalCh, "oth^r", ao4 unspecified. 

' ^ ^ y ^ 

3/ A.M. A. "profesaiofially active" physicitoa aa of December 31, 1974. Physidian pistr;bpt:ion a^d Hedic^l licensure in the U.S. ^ 
American Medical Association^ Chicago^ 197S. 

4/ H.A.B. QunSer of actiVe M.D.s and the total nutsber of FMCs from Table 1. ,The nuijbei: o^ active CMCs is ^2. 03l:' (total active 
" phyaicians leas the number of FHGs). , ^ . \ 

M.A^.B. distribution by apffcialty d<}veloped Sy applying A.M. A. specialty distributif^ percentages to M.A.B. active total which 
" 18,695 phyaicians not classified by trie A.M. A. ' ^ ^; 

• V»v 



U.S. 



□timber 



~m — 

69„449 

e,D94 
3,022 
7,438 
146 
W,718 
1,91S 

1,000 
10,048 

2,629 
782 
16,657 



1974. 



includes 



■r 



■ \ 



1A2LE 12 (cOD't) 



^ 6/ HuKber ot t^milf pr«o4(£tlotie?a (9t4$7) * 7,01$ bo«rd cercifled F?s as .^f Deceaber 3t%4974.plu* 2,459 TTBs in f«atily practice in years 
1972 tbrw 1974. ^ \ 



2/ P^rceot dUttibutioo* in col<, 4 «Qd 6 fyba Hpdltal school AIu»ai /l973. Col. 4 x 70,941 f col, 3 diatribution. Co^, 6 x 5»6A5 - col* 
~ S di^tribucioa. Col* 7 - col* 2 - co^ 3 - c<>l. 5. ^ * 

Source*: Aaeric^a H^lc«1 A*»djilat ion, Dire<;tory of Approved InteroJhipj atid leaidenciej t yearly edition* 1972 chr\* 1974* Chicago. 

, ProHj^f of H<dic<l PrecticcY 1975 . Chic«gOY 1976* 

. Fhyician DUtribution .^^nd ticenaure jo the O.s*^ 1974 * Chicago* 1975 . 



Source i^wie 



. Medical school Alynit 1973 . AAp«a Sytfteaa Corporation, ^ockvillft, Karyland* 

1h« Aaiociation, 1^7$, 

supply of Jtedical Speciati«Cs — PreliBioflry Projections co 1990/BHK/oPD/lttB 11/15/76,, Report l*t>* 77-27, Prel itainary Draft 

J* 



to 
I 
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assumption is made Chat H.D.s who Cake training in a given ^peciMcy will sub- 
sequently practice in that specialty, and be recorded as doing so by the AHA in 
their annual statistics on the numbers of active medical, spec ial i\sts . Actually^ 
M.D,s do shift their specialty interests subsequent to their initial post- 
graduate training, but little is known about these shifts and the\actual content 
of the specialists' practice. Additionally, the graduate medical education 
CGME) environment is in a fairly rapid state of flux. The ''rotating**/ 
"shifting", and "duplicative** training slots being contemplated in ^he new "PGl" 
and *'PC2'* approach to graduate medical training wvll have unknown el^fects on 
the future specialty distribution of graduate training slot^. The i\ndividual 
M-D.'s ability to^ direct the focus of his subsequent^practice may al^o be 
a f fee ted , ' , J? \ 

Tab\e 13 displays the preliminary "basic" 1990 projections ,^of the supply of 
active M,D,s by country of medical education as of 1975, J980/ 1985 and 1990, 
These projections include a preliminary analysis of the expected effects of 
P.L- 9^-A84 in the projection period. The analysis indicated a substan;tial 
decline from previous years in FMG/CMS' additions to the^ AKA pool, and a minor 
increase in the rate of acceptance of transferees from foreign medical schools * 
into U,S, medical schools. The 1974 base year physician totals differ from the 
"professionally active^' totals in AMA data, MAB estimates that a number of 
"not classified'' M,D*s, which the AHA calls "inactive", should actually be 
counted in the active totals judging from data on their age distribution-, 

Projectidra of active M,D,s were made utilizing the following methodology: 
Medical graduat-es were estimated by projecting medical school first-year 
enrol Iraentsnswthe year 1986-87 and combining them with enrollment attrition 
rates and three ^^ear program trends. The first-year enrollment projections 
were based on stu^v^ of the effecjES of Federal capitation grants, construction 
grants, new schools, and local and 'State funding. Foreign and Canadian medical 
graduates were projected using a cohort model of FMG and CMC immigration by type 
of visa and preference category accompanied by a' detailed analysis of the 
potential impact of current legislation affecting FMGs , Since estimation of 
the anticipated effect of'the legislative changes involves significant 
uncertainty, the results were iromputed in ranges, arid the mid-range figure was 
used in the ''basic" projection, Mortality and retirement losses were computed 
by ^ive-year age cohort on an annual basis, using age ' distr ibut ions and 
mortality and retirement rates froiA AHA data. 

Though a great deal of detailed analysis went into the estimates of the 
components of the first matrix enumerated abov'e, spaceSdoes not permit a more 
detailed summary here, * 

The projections indicate that while there were 3A9,000 active M.D,s in 
there are expected to be 559,800 in 1990, with the active physician to popu- y 
lation ratio increasing from 164,8 per 100,000 population in 197A to 228, A -in 
1990, . ' ' 

Table 14 displays the filled first-year residency distribution in l97A,.by 
Country of education, as reported by the AMA, Adjustments were made to this 
^distribution to account for duplication in the AMA figures caused by some 
physicians taking a first-year residency in a general area and subsequently 
taking a. second "first-year" residency in a morfe specialized area. This 
ad_justi!nent was performed for internal medicine, pediatrics, general surgery, 
psychiatry, and pathology, i * 
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TABLE 13' 
. : . . ■ ' * • 

Supijly\of active M,D,s country of medical educatiorl* 
Qsing basic methology; Actual 1974; Projected 1975-99 



Category . 

\ / 


1974 


•1975 


Year 
1980 


' 1^85 


1990 






Numb er 


of active 


■'M.D,^ 




U*S, trained M.D.s. , 

Canad ian^tra ined M^D^s.^a,,^. 
Foreigry^ trained M/D. s . , , . . , 


' 349,000 
272,400 
$^600 
70,900 

* 


361,300 
281,600 


4 2 g-, 4 00 
336,200 
6,100 
'86,000 


493,800 : 
, 399,800 
6,200 
. 8), 900 


•* 

559,800 
462,900 . 
6,400 
' 90,600 


i 




Rate per 


-* 

100,000 population 




Canadian~trained H4If^s ' 

Foreign -trained M.D.s 


164 . 8' 
128,5 
2.6 
33,5 


«^ 

^ 169,3 
132.0 
2,6 
34,7 


192.3 
151.0 
.2.7 
3B.6- 


r '211,0 

' 170.7 
2.7 
37,5 


228.4 
188,9 
, 2.6* 
37,0 



Sources; 1574: 



1975-1990: 



Popu 
Series 




u % 



reau^of the Census,^ Current Population Reports. 
TTfo, 635 for Jaly*l, 1974,^ 



H.D.s; see text* for methodology and assumptions*^ 

Population; ,U.^. Bureau of the Census.. Projections of the Popu . 
of the United States. 19^5-2050, Series f'-25,*No. 601, Seri^^ II 
Projections. 
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* TABLE U 

Firat-year resid«t>cy distribution with sgbspecialcy adjuscitieat : i^Septetuber I, 1974 







3/ 




Adjustments 






Adjusted AMA 




USMGs/CMCs 


FMGs 


USMGa/CMGs 


FMGs 


USMGs/CHCs 


FMGs 




Number 


Percent 


number 


Pe rc en t 


Number 


Number 


Number 


Percent* 


dumber 


Percent 


13,618 


lOO.O 


5,216 


100. 0 






12,626 


100.0 


^.755 


100.0 


5,973 


43.9 


\ »746 


33.5 






4,735 


37.5 


1 ,394 


29.3 


23 


'0.2 


139 


2.7 






23 


0.2 


139 


2.9 


1,131 


8.3 


68 


1.3 










68 


1.4 


3,591 


26,4 * 


962 


IS 4 


-1 , 144 


'-306 4/ 


2,447 


19.4 


656 


13.8 


1 »233 


9. t , 


- 577 


11.1 


99 


- 46 5/ 


1 ,134 


9.0 


531 


11.2 




2.5 


46 


O.S 






1 .155 


9 \ 


266 


5 6 




\.i 


16 


0 i 






248 


i,o 


16, 


i 


46 


0.3 




0.2 






46 


0 4 


13 


0 3 


41 




\1 


0 3 






\ 41 


0.3 


17 


0 4. 










+ 820 


+220 6/ 


820 


6.5 


220 


4.6 


4,39$ 


32.3 


1,454 


27\9 






3,280 


:6 0 


936 


19.7 




15. i 






-I, Hi 


-Si* 7/ 




^.4 


318 


i 1 


114 


-0 8 


15 


0.3 






114 


0.9 


* 15 


0.3 




5.5 


'288 


5.5 






742 


5.9 ■ 


288 


6,1 


\ 468 


3.5 


36 


0.7 






466 


3.7 


36 


0.8 


/ ' 547 


4.0 


62 


1,2^ 






' 547 


4.3 


62 


1 .3 


^ 2?7 


1,7 


43 


0,$ 






227 


1,8 


43 


0.9 


148 


Kl 


36 


0,7 






148 


K2 


■ ^6 


0,8 


20 


0,E 


10 


0.2 






20 


0.2 


10 


0.2 


97 


0,7 


50 


1.0 






97 


0,S 


50 


l.l 


233 


1.7 


78 


1,5 






232 


1^8 


78 


1.6 



Specialty 



Tctdl active physicians 

Primary car* , 

General practice 

Family practice 

Internal me<licine 

Pediatrics 

Other medical specialties 

Dermatology ..... ^ . , ... . . 

Pediatric allergy 

Fediacric cardiology , 

Internal medicine subspecialties 1/ 
Surgical specialtiea., .. . 

General surgery 

Neurological surgery 

Obstetrics and gynecology 

Ophthalmology 

Orthopedic surgery . . . . 

Otolaryngology , ^ . . 

PUatic surgery 

Colon and rectal surgery. 

Thoracic aurgery 

Urology 



> 



TABLE lA Ccon't) 



\ 



Specialty ^ 



USMGs/CMCs 



AHA 3/ 



FMGs 



■ercent Numbfer .Percent 



Ad juecioencs 
* Number 



Number 



Adjusted AMA 
USMGs/CMCa FMCa 



Number Percent Number 



Per^e 



Oc^r 0peciettie» 
Ane s t 1 o I ^ 



Neurology^ 

Pathology.* 

Forensic pathology . . . 

Psychiatry . r 

Child psychiatry.. 

Physical medicine snd 

rehab^litfttiofi ^ 

Radiology ................ 

Diagnostic radiology. ^ . . . 
Therapeutic ^iol<jgy . . 
Miscellaneous 2/ \ 



2,907 8/ 
~^5^7 

397 

17 ■ 
952 
189 

29 

452 
65 



20.8 



1.1 
1.2 
^2.9 
0.1 
7.0 
1.4 

0.2 

0.7 
3.3 
^5 



1,970 

109 
^10 
7 . 

93 
137 
'101 

55 



37.8 



27.4 



2. 
7. 
0. 

' 1. 



11 
160 



11 9/ 
il6" 1-0/ 



1.3 
2.6 
1.9 
1.1 



+ 840 



+ 316 11/ 



"367 

386 
XI 
111 
169 

29 
88- 

452 

67 
' 840 



2^9^ 

2.0 

3.1 

0.1 , 

6.1 

1.5 

0.2 

0.7 ^ 

3 6 
O.S. 
6.7 



2,159 

109 
:J99 
7 

496 
98 

: 9"3 
137 
lOl 
55 
316 



45.4 
"TTT 
2.3 
8.4 
a. I 
10.4 
2.1 

2.0 

2.9 
2^1 . 
1.2' 

^6./ 



W ^Includes gastr6enterolog$\ (mlmonary di6ea«e , .cardiovas^lar disease, and allergy. 

2/ I^^JTuJes Aerospace medrcine, publK *heslth, general prevent ive"^medici oe j occupational med^Cin^^- ^ther^'j and unspecified. 
3/ Pre-pubHcstign''data frod the Amer ican^Medicat Associat ion . 

4/ Nin^petcjent of 4,553 <3,591 pUs 962) is 410. Twenty-five ijercerit of 4,143 U,553 tamus 410J is 1,040"; 1,144 oivnj 
(410 plus ljO40Jv 306 .is the resitfual. For explanation of 9 percent and 25 percent adjustments, see text of Table' U Source 

- • : . V , • - " ■■ . 

5/ 1974 PYRa .in p^iatrtc sllerfor and pediatric cardiology (II?) divided by 1973 FYIT* pediatrics (1,699; is 6.9^percent, the. proport ion subtracted out 
of,t>e i97A r/fts ;(i pedi^ric*. * ^ . * \ 5* ■ ' . ^ ^ . * 



1, 04(7; 1,144 3,591 divided by 4,553 t 



imes [ p4 50 



^ TABLE \h (C0p*t) 

6/ 1,040 figure froro footi^te 



7/ l97^ FYRa (1,679) xn e-Jirgical subspecialties Cexclading obicetr ice/gynecology , and ^ophthalmology > divided by 1?73 nfcs (2,698> i.rj general ^urgery i^ 
" 62 percent, ttw; proportion aobtrac'ted obi;, if t^ie 197^ FYRs in general surgery, ^ \ 

total^mc ludes nuclear medicine (53-33[J and neuropathology (26-23[) not reported s&paratmg m the luting of other^peci a^Cxes 



9/ ^97^ FVRs (2^) in forensic pathology divided by, 1973 FYEts (8^8^ in pathology is 2.7 percent, the- proportion qubtrmcted out of Jthe 1974 fyRs in 

pathctlogy, • ♦ „ * ' ' \ 

10 / 197^ FYRe CZS7)' li child psychiatry divided' by the 1973" FY Ra (1,^72) in psychiatry is 20 pef cent , the proportion subtracted oujts'_j)f the 1974 ftRs in 
Dftvchxatrv* * 



psychiatry 

1^1 / For explanation* see ^ext^ ' 0^^' 

Sourcef Pre-publication and unpublished data froat the American Medical Association 
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'TABLE 15 



Percent tiifitrlbutioo of active phj^icx^M <MJ).) aiid o( first-year ^re^idei^s , ^ 
by specialty an<J countr^ of graduation froti medical 9ch£>©l: ^i^JA^ . 



Active phyfticianB (M.t>.T" 



First*year residents 



Specialty 



Total 



U.S.. ffiedicdt 
graduates 



C^Snadian 
oiedical . 
graduates ^ 



Other 
foreign 
laed i.cAl ^ 
graduates 



Total 



U.S and 
Canadian 

graduates 



foreign 
aedic«t 
gradXiaCes 



^ ^_ ^ ! 

j^fotal active physici«ans ,^3^,961 

l™percent of active physici^an* 100. Q 

Primary c«re ' . . 38.3 

Cental practice 1| *6 

l^aaily pr'ac t jce i . 2,7 

Interna] oedioine 15.7 

Pediatrics . , . : ,V 6.3, 

Oth^r oiedical specialties. '5 , 3 

DeiTOtoIogy, , , 1 A 

Pediatric allergy OA 

Pediatric cardiology ...i 0.2 

iQternal oedi^ioe subspecialties J_/ , ^3,^ 

Surgical special ties ^ ^ . * 23. 3 

General surjjery ~^ 9 -4 

Neur<)togioai »urgery 0,9 

Obstetrij^ and gynecology j.... 6.4 

dphtha IdWIc^^ ' 3,*3- 

Orthoped ic surgery 3 .'3 

Otolaryngology.^ I # 1.7" 

Plastic surgery.., r ,. ...^ 0-6 , 

ColoA'f'and rectal «#tgery ^ 0.2 

^Thoracic Surgery ' 6.6 

iJrolo^. . * » 2-0' 



Ua.375 

"oo,o 



5,6^5 
JOO-0 



. loo'o 



:7,3ei 

100 .M? 



12,62l 
,100.0 



100-0 



39.5 



29 7 



34.1 



35.3 



37.5 



29 3 



lA-8 
2.9 

15-8 
6'.1- 
5 6 



TT" 

0.1 
0-1. 

3.8 
29.4 



11.3 
2.3 

ir, 5 

4.6 

5 3 



9.3 
2^3 
15-5 
70 
4.3 



0 9 
6.9 



9 6 

8.2 



0.2 
9-0 
19.4 
9 0 
9.1 



0.2 
0-2 - 
3.6 
30* 5 



0.9 



0-1 

0.3 
3.2 
23J_ 



'0-3 
0.3 

,6 0 

24. r 



2.9 
1.4 

II. 2 
5.6 



8 6 
1 6 

3.9 



10. 1 
0.-7 
6 I 
I 4 
J 6 



J 1 
0.^ 



2.1 



0.6 
1-8 



1 5 



5.8 
0.7 
5.9 
2,9 
' 3-5 
■1 % 
M 
2 

0.9 
>.8 




TABLE :5 (co&' 



■ 








Act-ive physicians (M.D ) 






Firs t^year re* i 


dene a 




v. 5. loecic-aj 


, graduates 


Other 
foreign 
^ediia i 
^ra<fli^ces * 


Total- 


U S an<j 
Canadian 
' med 1 c a I 
graduates 


Other 
foreign 
medical 
^ra'duates 

J. — '■ 


• 

Ocb*r specialties . . 




2?, 1 


25 5 


34 , 5 . 


37.8 


32 3 


27 i 


45.7 








y 0 




6 S 


4, 1 > 




7.3 


Huerolc)g7 




i 2 


1 1 


2.0 


1 1 3 


2 I 




2 3 


P4thotogy 






2 ; 


■ 


6 t 


4 5 




8.4 


?oren»ic patboli>gy . . . . 




0 1 


0-1 


y 0.1 


0 I 


0. 1 




0. 1 






7 I * 


6 5 


9 9 


■ * 8 9 


7 3 


^ 6 1 


^ MO. 4 


Child psychiatry. ^ 




0-7 


0.7 


K2 


0 S 


K7 


1 5 


^2 I 


Pnyfticil oedicine and ^ 


















rehfbilitatioti 




0 5 


0 4 




0.9 


0 7 


0 : 


, 2.0 


Ridiology 




I 5 


3 7 


^ 3 4 ► 


2.8 


3.2 


0 7 


2.9 


'Diag^ftcxc TAdiol&gy 




0.9 


1 0. 


0.6 


. 0 8 


3 2 


3 6 


2 1 


^Tber*pcutK radiology' 




OJ 


0 3 


0.4^ ' 


0 s ^ 


0.7 


0 5 


1.2 


Mi»c«Hanecus 2/. ^ . .* 




6 7 


6. 1 




$ 7 


6 7 , 


i ^ ^ 


6.7 


" * y 








'-° ^ ' 











O 1^ Includes gaatfo^nter^l^gy , pulmonary disease, cardiovasc^ilar di-^eaae, and allergy 

11 Inclu<le« aefo^pac? aedicine^ public health, general preventive aedicme^ occupational medicine, *'oCher"» and unspecified 




■4 



TABLE 16 

Actice M*D-S by ma^or ^peci^lty grocp' ^ 
Ac coal 1974; Illustrative Projection*, 19ZSl99t) 







t 


1974 


1975 


1580 


1985 




1 99^ 




7 








Number of active tt.D.* 






. Total 




* 


■343,960 


361,300 


428.360 


493.630 


559,820 


Pr mar^ care . . . - 
Other medical specialdes . . 
Surgical sp^ciaFtie^ . .-. 
Ot^ier specialtie*H , . 




133;>90 
15,480 
98.670 
98,230 


137.870 
i9.640 
■ 101,540 
102,2 50 


161,550 
26.140 
117,420 
J?3,260 

/ 


^185.360 
^ 33,010 
133,370 
y 142,100 


209,190 
40,030 
149,250 
* 161,360 






\ 






Percent di^t ribut ion 


-% f— 




Total 






100.0 


' i 

■ 100 0 


100 0 


100 0 _ 


100.0 



I 



?r inary cafe h 
Other medtcat 9p£cidlti««- 

Sur^ical sp«CL3^tti'e9 

Othet speciXlties , . . . 



38,3 

S,3^ 
28.3 
28,1 



38.2 
5,4 
28 I 
28 3 



37.7 
hA 
27.4* 
28 d| 



37.5 
6.7 
,27 0 
28.8 



Sources^ . )y74; table* 11 and 14^ 

.^1975-90. «ee text for ii>ethod( 

Kot 
^ 



^nd «38ueiptions 
Figures may not add to toeaU due to tnd^peftdent rounJing 



8j 



ERIC 



-37.4 
7,2 
26 7 

2&:a 



4 



' TABU i? 



Fi rsc-yesr tesidency percent di stribu t i on 

i967 . mo, 



X 



by country of medical education 
J972 and 197i 



Unadjusted 











Historical 


^unad juiced ) 














1967 




1970 








1 972 




i974 








FMC 


USMG/CMO 


FMC 










.-EMC- 




8 j480 


4 J 101 


iO , 1 99 


4,3^7 




11*317 


5,456 


n,6l8 3/ 


^,216 




100 0 


100 0 


100 0 


100. 


0 




* 100 0 


100 0 


100 


0 


100 0 




28.6 


31 3 


30 . 5 


31 . 






34 4 


32 .8 


43 


9 ^ 


33 S 


G^ne r a I p fAC t l ce . - . - ' ■ ^ 


1 1 


4 J 




I 


1 




0 3 * 


2 i 


0 


2 


2 . 7 








I . 2 


0 


3 




3.9 


1 0 




3 


1 . 3 


Int^rrial med i cine ^ , 


20.0 


17 5 


21 6 


19 


3 




21 6 


20.4 


26 


U 


18 4 


Pediatrics 


J 5 ' 


< 9 7 


7 2 


10 


1 




8 6 


9 0 


9 


I 


1 1 .1 


Other [Qcdical specialties 


2 3 


1 4 


2 6 


I 


4 




2 ^ 


1 2 


. 2 


b 


0.8 


D^r^a to L o giy . . * ^ * . . - . . . ^ 


\ . 9 


0 6 , 


1 9 


Q 


3 




1 8 


0 4 


1 


8 


0 3 


ped Lstric^llerj^y ^ 


0 2 


0 1 ' 


0 4 


0 


4 ■ 




0 4 


0.^ 


0 


3 


0 2 


P^di^tric ca rdiology , + 


0 2 


0 7 


0.3 


Q 


7 




0 3 


0 5 


0 


3 


0 3 


Internal loed i c i ne s ub s pec i^Itie$ 1/ 


























0 


34 H 6 


37.9 


33 


1 




34 9 


31 2 


32 


3 


27 9 




18 9 


19 7' 


1^^5" 


19 


I 




1^" 5 


13 8 


ir 


2 


ro 




I 0 


0 3 


. 1 T 


0. 


8 




! .0 


Oh 3 


0 


d 


0 3 


Obstetrics and gynecology. 


5.8 


7 1 


b 3 


7 


2 , 




5 7 


6.8 


5 




5 5 


^phthaliDOlogy. . 


4 3 


, 0.8 


4 3 


0. 


6 




3 a 


0 6 


3 




0.7 


^ Orthopaedic ftttrger/ * * ... * 


4 2 


1 6 


4. 7 


I . 


2 




4 2 


0.9 


4 


0 


1 2 


PS? Otol arvngoWg:^ 


2 2 


0 ^ 


2 0 


0 


6 




I 1 


O.S 


I 


7 




' Plaat LC surgery. ... ^ 


0.6 


0 6 


0 9 


0. 


6 




' I 0 


0.6 , 


1 


1 


I'' 


Colon and rectal surgery. 


0 1 


0 : 


^> 0 


0 


2 




0 0 


-0.1 ' 


0 


1 


0 2 


Thoracic surgery. 


0 8 


1.4 


0 8 


1 


0 




0 8 


I 0 


0 


7 


1 0 


-Urology 


2 1 


1.9 


2.3 


1 


8 




2 2 


1 3 . 


1 . 7 


1..*) 


Other\*pecialties . . ) ^ 


29. 1 


32 6 


29 2 


33. 


8 




28.0 


34.7 ^ ;J 


k 21 


3 


37. g 


Anesthesiology .... 


4.0 


6.7 





& 


0 




2.9 


8 6 


2 


7 


6 7 


N^uroloiy. . . ^ - 


2.0 


1 6 


2.1 


I 1 


7 




2 4 


^ I 9 


2 


0 


2 I 


PachoJogy ..... ... V . H . . . 


3.9 


9 1 


3.2 


1 ^9. 


6 


V 




8 1 


2 


9 


7.9 




V 



/ 



TABLE 17 <coci't) 



Specialty 



1967 



Hiatorxcal (unadjusted) 
1970 



J972 



USMG/CMG* 


FHG 


USHG/CMG 


FMC 


> 


USHG/CMG 


FMC 








0.1 






0.1 


0.1 




10. 0 


9.6 


10.3 


7-7 




9.1 


S.O 






0*6 


K3 


J ,0 




1,6 


1> 




0,6 


1,4 


0,3 






0,4 


1-5 ' 




7,1 




7-3 


3 3 




3.5 


3.5 








1.0 


OJ 




4,4 


1,^1 , 








0.3 


0 2 




0,5 


0,7 





^74 

US«G/CMC FMG 



\ Foren«Lc patho lof 

\ Faychtacry*,, * 
\ Child pi»ycbtatryl 
^Phyaic^l mediciiM 
\ rehabil ication, 

fiology 
gnostic radiold 
rap^tic radiol^gy- 
cellaneouA 2/, 

^ 



0,1 
7.0 
1,4 

0-2 
0.7 
3,3 
0,5 



11-7 
K9 

l.S 
2,6 
K9 
' 1,1 



I/- InjtludeA ga^croenCerolo^, pijlapnary disease^ cardiovascular disease, an^ allergy. ^ 
2/ Includes aeroapace tedicinie, public heaUh* general preventive medicine, occupational medicine^ 

"otner'\ atid unapec l£i ed - 
3/ Thti^total iaclxxtea muclear medicine (53-3Z) and neuropathology (26-21) noft reported in the 
f li»cing of «pe«ialtiW, , ' ' 

\ ^ V ' ' 

» Source; Table 13 an4* Directory of Approved lAternahij>s and Residencies, AHA, Chicago, Yearly editions, 

I 

o 
I 



/ 



5;, 



TABLE 17 (a) 

Adjusted 1974"; and projected (adjusted) 19^75 and 1980 

\ Histor-jcal Adjusted ^ Projected (adjusted) 



1974 
VSfiG/CHG FMG 



■ _ 1975 1?80 
USMG/CMG FMG USMG/CMG FMG 



Total active physicians. 



Prinary care, ...... ..^ .... ^ ' 

GeHferal practice..' 

■Family practice. . . . ^ ^ . . . . 

Internal medicine 

Pediatrics 

Other medrcal specialties.^ 

Dermatology . . .' 

Pediatric allergy...: 

Pediati^ic cardiology 

Internal medicine sOibspecialties 

Surgical special ties . 

■ General surgery*^ . 

Heurological surgery.^ 

Obstitfics and gynei^ology . . . . . 

Ophthalmology /. . , 

Orthopedic surgery.^.' 

Otolaryngology ....... i . ." 

Plastic surgery 

Colon and rectal surgery 

Thoracic surgei 

Urology .... 
Otrhar specialties .* . .-. . 

Anesthesiology.,* i 

Neurology ". 

Pathology . . C 

" ■ Fori^nalc p'athology 

Psychiatry ^ . 

^.^hild psychiatry..., 

t^Physical/inedicine and 
' 'rehabilitation. 

Radiology. , 

Diagnos.tio radipiogy . . 

Therapeutic ratflology. . . 
'I-Hiscellaneous 2/ > . 



12,626 


4,735 


HA 


HA 


■ HA 


NA 


100.Gk_i«0,0 


100.0 


100.0 


lOOtO 


100.0 


;. 37.5 \ 


29.3 


■ 40.7 


' 29.3 


56. 1 

1 


3i. 1 


0.2 


2.9 


. 0.2 


2.9 


o.y 


■ 3. 1 


9.0 


■ 1.4 


10.7 


1.6 


^19,4 _ 


2.6 


19.4 


13.8 


20*. 5 


13.7 


25.9 


14.6 


. 9.0 


11.2 


9.3 


11.1 


10.6 


11.8 


9.1 


5.6 


8.9 


5.6 


6.6 


5'. 9 


2.0 


0.3 


1.9 


0.3 


■ 1.4 


0.3 


0;4' 


0.3 


0.4 


0.3 


0.3 


0.3 


0.3 


0.4 


0.3 


0!4 . 


0.2 


0.4 


1/ 6.5^ 


■ 4.6 ' 


■ 6 .3 


4.6 


4.7 


4.9 


26.0 


19.7 


24.7 


19.4 


19.6 


■14. 5 


5.4 


,.6.7 


- 4.8 


6 .4 


4.2 


1.3 


0.9 


0.3 


0.8 


ve.3 


0.5 


0.(3 


5.9 


6.1 


5.7 


6.1 


4.3' 


5.9 


3,7 


0.8- 


3.6 


0.8 


2.9 


0.8. 


4.3 


1.3 . 


4.2 


^- 1.3 


3.1 


.■.1.4 


1.8 


0.9. 


1.7 


0.9 


1 .A 


. -1,0 


1.2 


0.& 


1.2 


0.8 


1.4 


^0.8' 


0.2 


' 0 . 2 


0.2 


0.2 


0.1 


^^0.2 


0.8- 


1.1 ■ 


0.8 


l-.O 


0.6 


1 . 1 




1.6 


1 . 7 


1 z 

Jl . 0 


'1,1 


1 . 7 


27.4 


45M 


25.7 


• 45.7 


17.7 


47.5 


2.9 


7.3 


■ 2.7 


, 6.2' 


1.6 


3.3 


2.0 


1.3 4 


lv9 


f 2.3 


1.4 


2.4 


3.1 


8.4* . 




' .8.3 


, 2.3 


8.9 


■ 0.1 


0.1 • 


' 0.1 


' 0.1 


0.1 


o.r 


6.1 


10.4 , 


■ 5.6 


rij 


3.1 


13.5 


1.5 

■t 


2.1., 


■\1.5 


2.1 


l.l 


• 2.2 ' 


0.2 




4 

0.2 


2.; 


0.1 


2.4 


0.7 


2.9. 


'0.2 


Z.l 


' 0.0 


^1.6 


3v6 


2.1 


a. 5 


2.6 


2.6 


3.5 


. 0.5 


1.2 . 


0,5 


\X 


0.4 


' 2.5.. 


6.7 


. 6.7 


.6.5 


. 6.6 


5.0 


-7.1 



y Includes gastrQ;j^;iteroldgy>' pulmonary disease » cardiovascular disease^ 
'and all^^gy. ."r^ " - / 

Jncludeg' aerqspace medicine, public healthy general preventive medi^'cine, 
oc;cupatiptial medici ne > "oth^r" , and unspeci^i ed; 

Source: T^ble 13 and Directory of Approved' Internships and Residencies, 
AMA> Chicago. Yearly editions. 



TABLE 18 

Actice M-Dtf^*- by Mj^jr- special ty groupr 
ActwlJ974; projected (Trend) 1975-r990 



Sp«cUlty group 



1975 



1980 



1985 



1990 



Number of active H'D.s 



Tot*l ' 34^,^0 

' ' ' ^ 5^ 

PrLotry cAr< 133^590 

Other «<^i,c*l flpecialtie5 . ^ - - " ^ 18,4fP 

Surgic*! 9p<ci*lti<* » * , f*70 

Oth<r 4peci4ltie» ' ' ^ 98,230 

. 

Tot*l ,^ , ' * ' 100.0 

PMMry cor* * 3ff,3 

Oth«r a«^LCtl ipeci^al ti«s , , ^ 5,3 

Surglul specialties ^ « ' * 28,3 

. Otb«r tpftCLtlti«ft rf'.,«f ^ • 28.1 

Sources: I974r see tables U sn^ 14 ' ' 
W75-90: see text 'for methodology stxd sssunpti<Jn«* 

Noter Figures Asy not add to totals to iindepeitdent rounding. 



36 K 300 



428,360 



'493^630 559,820 



13^,260 
19,600 
101,370 
1^2,050 



176,440 
24,240 
111,610 
116,090 



216,760- 
28,860 
121.640 
126,570 



Percent distribution 



/oo.o 



'38.3 
' 5.4 
28.1 
28-2* 



100-0. 



100.0 



257,730 
33,610 
131,300 
137,190 



1(J0.0 



41,2 
5-7 
26.1 
27.1 



43.9 

^24,6 
25.6 



46. Oi 

23.5 
24.5 



ERJC 



also- indicate that **other metrical speciaT^t ies" will' increase from 5,3 percent ; 
in- 1974 to 6.0 percent in 1990,, and that the surgical specialties arid "other" ; 
speciaj^4rt^ will'show declines (see Table 19), - . 

It seems evident that the historical decline in the number of primary care 
specialists, yhich continues to, be reflected in AMA data, will probably reve'rs^ 
itself in the near future and the proportion should begin to climb. On the I 
other hand, it cannot be 'stated authoritatively that primary care sp^ialists I 
wi 1 1 'Comprise 46 percent of all active M.D.s in 1990 (or 50 percent if obstet" i 
rics and gynecology is included). It has not been demonstrated that the GME , 
environment, which is primarily a hospital environment, can or will ^ccontnodate} 
, tne increases in the primary care training slots necessitated by such a change j 
in residency composii tion » For example, these, projections imply that 56*1 per- | 
cent of the 18,350 U*S. and Canadian firs^-y^ar res iden ts 'i*n 1990 wfeuld be in 
primary care, as well as 32,1 percent of the 540 FMG residents, for a^total of 
10,470 positions. This is compared with the total 7,724 positions they occupied 
in 1974^ Moreover, the inability to project losses according to specialty- 
specific age distributions results in a bias towards higher primary care i 
projec tions , ^ 

The basic specialty projection and thtf i 1 lust rat ive'.-projec tion show that in 
relation to population , primary care services as measured by the "marker" spe- 
' cialty supply will likely increase. The constant first-year residency illustra-- 
tion sKmrs that the primary Oare M,D, to population ratici might be expected to 
increase from 63 per 100,000 in 1974 to 85 per 100,000 inM590. the trend 
projection shows a greater increase^ to 105 per 100,000 in rhe* tar^^t ysai;. In 
this latter trend projection,, because of the magnitude of thie aggregate supply 
projection, even the general surg^oAs exhibit a moderately constant physician 
to population ratio, falling oni^ slightly fromJ5.5 per rOO,000 in 1 974 to 
14,8 by 1990. In contract, their numbers f a 1 1 fr^Ttr9 .4 percent of all M,D.s in 
1974 to 6,5 percent in 1990. ' ' 

As a final note, "ba6ic"^projections of active D,0.s (now in development ) show 
,a rise from I3,55l^a3 of December 31, 1974, to 14,100 in 1975, 17,700 in 1980, 
23,300 in 1985, and 29,800 in 1990, While an estimated 45.1 percent of the 
D,0,s were in primary care in 1974 (see Table 2), trend projections of the , 
futuA D,0, specialty distribution are not available from the Manpower Analysis 
Branch at this time. 

PROJECTIONS' OF THE SUPPLY OF PHYSICIAN ASSISTAtflS AND 
KURSE PRACTITIONERS THROUGH 1990 

Th^ 1975 supply estimates for certificate and Masters nurse practitioners, 
physician assistants' and Medex which include only those formally trained, were 
used as a base for the following projections. Similarly^ the estimates for 
future entrants through 1990 consider only t^iose in approved programs. Supply 
estimates for nurse practitioners were based upon data obtained by tfie State ^ 
Ifniversity of Kew'York at Buffalo which included irfformation on the number and 
types of luirse practitioner students and graduates between 1970 and 1975. 
Since ^s&entially no formal ti;ainLn^ programs for nurse practitioners existed 
p'rid: to this time these data should cover ail active, formally trained nurse 
, prac ti tiojiers . Data on approved physician assistant training programs were 
^4)rovided by the AMA- Several considerations which have not been incor por tated 
into the projection methodology due to lack of quantifiable measurements, are: 
the effect of changes in the reimbursement procedures; the effect of task 
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Supply of active M.D-s by syecialty:^ 
actaal ^97A^ projected (Trend; 1975-1990 



Specialty 



;97A 



1975 



Number 



1980 ^ 1985 



1990 



Total active physicians 



3A8,960 



: 61,300 A28,360 A93,830 559,820 



Primary Carg 

General practice.. 
Family practice. . 
Internal medicine 



133,-59J 



176>4A0 216,760 257>73Q 



Pediatrrc*8 , 





* IA7 1 ?n 


/./. A7n 


An QAn 


^A 5ton 

JO ,07U 




in fi in 

XU , 0 iU 


9S 9 1 n 
^ J , ^xu 


A 1 *^9n 

H 1 , U ^U 


' S5* ^70 
JO } J rU 




1 An 


7S 9^n 
/ J , ^ jU 


OA Ann 

,HUU 


1 1 osn 

X X J , 7JU 


■'91 ^ Gsn 




1 s sn 
J I , ^ ^u 


'I'O 51 1 rt 
^7,0x1/ 


A51 ^in 




*l7 , OUU 


9A 9An 
, ^hU 


951 515in 


'^'^ Ain ■ 


A 7 '^fl 


A' Q'^O 


S 710 
J , / XU 




' 7 A20 




1 n 


7An 

/DU 


1 nnr* 


1 9fiO 
1 J, iOU 




A in ' 


7Q0 

/ jU 


QAO 

7*tU 


1 1-10 
1 } X '1 V 


1 ^ , / J V 


1 s sn 
1 J , ^ ^u 


1 A Qon 

XD , 77 U 


90 ^^5*0 


9^^ ftAn' 




ini '^7f) 

1 U X , J / V 


111 ^10 

X X, X , 0 X V . 


191 fiiO 

X ^X , U7*U 


191 9nn 

1 J X , JUU 


. 32,850 


33', 300 , 


3A,A00 


35,480 


36 , 300 


■ 3,020 


3,100 


■ 3,320 


3,530. 


3,720 




99 5*70 


9S SIO 


27 SiO 


10 1 10 




1 1 7An 


X J , ^ JU 


1 A Qon 

X*t , 7Uv 


1 u. , J JU 




1 9 nso 

X ^ , U JU 


5*1 0 
1 J , 0 lU 


1 5 670 


1 7 500 








7 700 


5i 500 


2,210 


, 2,370 


3,A00 


A, 500 


'^620 




730 


.780 


830 


«70 


2,630 


2, -150 


2, '640 


3,070 


3,510 


6,830 


■7,030 


7,650 


8,170 


8,660 


98,230 


102,050 


116,090. 


126^570 . 


137,190 


13,190 


13,610 


1A,A30 


1A,960 


15,A30 


■ A^060 


A,3A0 


5,A90 


.6,540 


7,620 


12,0A0 


12,590 


■U,900 


16,490 


18,160 


■ 210 


. . 220 


30'0 


380 


A60 


• iA,620 


■ 25,A70 


28,230 


29 , 780 


31 ,360 


■ "2,550 


2,790 


3,790 


A, 690 


5,620 


■ 1 ,700 


1,790 


2,212 


■ , 2,220 


2, 350 


^ 12,260 


12,2A0 


1 1 , 6A0 


I 10,7A0 


9,710 


- 3^260 


3,770 


.6 ,'060 


i 8,290 


10,630 


^ 1,130' 


1,2A0 


1,850 


■ 2,270 


;2,,?30 


* 23,220 


2A,020 


^7,300 


1 30,2A0 


3t3,160 



Other me<^ical specialties... 

Dennatolo^'. 

Pediatric allefgy,,,". 

Pediatric- cardiology^ 

Internal medicine sub-' 

specialties l_f ; ; - - - 

Surgical specialties": '. .V. . . . 

General, surgery 

Neurological surgery 

Obstetrics and gynecology. 

Ophthalmolos^.. . . t ^ 

"Orthopfedic surgery 

Otolaryngology 

Pl^sti'^ surgery. . ^ . . ; 

Colon and rectal surgery.. 

Thor acic sxirgery, 

Urol ogy . 

Other Specialties. V :. 

Anesthesiology ., 

Neurology i ..... , 

Pathology. ^ . . - 

Forensic ^tholbgy 

Psychia-try^ * . ^ .'..> . 

Child psycbiatry. : 

' Physical mj^dicine and 

rehabilitation*'.^ 

Radiology « ^. 

Diagnostic radiology....^; 
* Therapeut;ic radiology . > . . ; 

Miscall aneous 1/ . . 

XT includes allergy, carttiova^ cu^l^ar disease', gastroenterology, and pulmonary 
■ diseases . . ' v * ^ ' 



2/ Includes aerospace medicine/ general 
mediciiie/ public health unsp^j^ified 

Sources:- 197^: set ,T-able l"j'; 



preventive medicine, .occupational 
, and "other specialties**. 



t{ot€: Figi^re^ Say not add ho sut^totals and totals due to independent 
rounjding' 



TABLE 19 (a) 



^ Supply of. active H.D.6 by Bpecialty: ^ 
actual 1974; projected' (Trend) 1975-1^9'0 



Specialty , 



.Total active physicians.. 

Primary Care 

Genersl practice 

Family practice 

tnte^rnal medicine.' : 

" Pediatrics 

Other medical specialties... 

Dermatolo^ 

Pediatric allergy 

Pediatric cardiology 

Internal medicine sub- 
specialties^ \_f 

Surgical specialties 

General surgery 

.Neurological surgery 

Obstetrics and gynecology. 

Ophtljalmoldgy 

Orthopedic surgery 

Otolaryngology 

PlJstic sujrgerV 

Golpn and rectal surgery.. 

Thotacic s\/rgery \. 

^rologyw 

Otner speciaftiis 

Aneathesiolo^ 

Keurplogy . 

p^l 

^istry , 

psychiatry 

kal medicine and 

ibilitation 

Lo«y 

jtstic radiology. . 
leutic , radiology . 
Claneoiis 2/ 



Path 
Fore 
Psyc 
Chil 
^hys 
reh 
Radio 
Diagn 
Thera 
Mi'sce 



hjjlogyi 

sic p^hology, 



1974 



1975 



1980 



Number 
1985 



1990 



lUu.u , 


100 .0 


1 f\C\ f\ 

lUU .U 


iUU . U 


iQO . 0 




38 .3 


41 .2 


43. 3 


46 .0' 


13.6 


13.0 


IC .4 


0.3 


6.6 


2. 7 


3.0 


o,9 


0 .4 


10.3 


L5. 7 , 


15.8 


17.6 


19. 1 . 


20 .4 


^ ■ 6.3 


' 6.4 




8. 1 


' 8.6 


5.3 


.5.4 


5.7 


5.8 


6.0 


1.4 


1 .4 


1.3 


1>3 


> 1.3 


0. 1 


0 . 1 


0.2 


0.2 


* 0.2 


0.2 


0.2, 


0.2 


0.2 - 


0.2 


3.6 


3.8 


4 .0 


4. 1 


4.3 ^ , 


28.3 


28.1 


26.1 


24.6 


^ 23.5 


9.4 


9.2 


8.0 


7.2 


. 6^5 


0.9 


^ 0.9 


0.8 


• 0. 7 


0.7 


6.4 


6.3 


6.0 


^ 5.6 


5.4 


3.3 


3i2 


3.1 


3.0 ' 


3.0 


3.3 


3.3 


3.2 


3.2 ^ 


3.1 


1.7 


1-7 


r.6 


1.6 


1.5 


0.6 


0.7 


, 0 . 0 


0. 9 


1 .0 


0 .2 


0.2 


0*2 , 


/ 0.2 


0.2 


0.6 


0.6 


0-6 


0.6 


0.6 


2.0 


1.9 


1 . 0 


1.7 


1.5' 


28'. 1 




27.1 


25.6 


24.5 ■ 


3.8 






3.0- 


2.^ 


1.2 ■ 


1.2 


,1.3 


1.3 • 


1.4 ^ 


3.4 


. 9.5 


3.5 


3.3 . 


3.2 


0.1 


0.1 


0.1. 


' 0.1 


0.1 . 


7.1 


7.0 ■ 


6.6 


6.0 


' 5.6 


0.7' 


0.8 


0.9 


0.9 


1.0 


0.5, 


0.5 


0.5 


0.5 


0.4 


3.5^ 


3.4 




2.2 


^ 1.7 - 


0.9 


. 1.0 


1.4 ■ 


1.7 


1.9 


0.3 


0.3' 


0.4 


0.5 


.0.5 


6.7 


6.6 


6.4 . 


6.1 . 


. 5.9 



1? Inclbdes allergy, cardiovascular disease, gastroenterology > and pulmonary 
diseases » ^ ; 

21 Includes aerospace medicine^ general preventive mediciiie, Occupstibnal 
.medicine, puSlic healthy unspecified^ snd "other specialties".' ' ;^ 

Sources: 1974: see Table li: ^ . ■ ■ " 



Note : V Figures may not add to subtotal^ and totsls due to indepe^de'ivt 
rounding . ^ - ■ t 



delegation or the varieties of future health manpower, and the effects of 
entrants to the, field as a result of equivalency and proficiency testing, from 
preparatory programs which are not approved, and from preparatory programs for 
'other occupations,' both approved and unapproved* 

Heth&dology and Assumptions ^ 

The estimated for ^ the number of formally trained physician assistants, Medex 
and nurse practitioners for 1975 were <Jetermined by counting the total ndmber' 
of graduates i or estimates thereof from the approved training programs through 
June of 1975. The age and sex distribution of the active, credenti'aled- supply 
was 'b^sed upon survey da ta ,( 105/ 106/ ) ' New -^ntrant^ (graduates of approved 
programs only) were estimated for'each year of thje projection period. It was 
assLuned ,that the sex dist'i^ibution of the entrants would be simila^r to the sex ^ 
distribution of the active supply. It was assumed that all phys-^cian assistant 
programs, lasted two years, all certificate nurse -prac t i tioner programs one* 
year, and all Masters degree nurse practitioner programs, CWo years. Attrition 
ZAt4s for physician assistant programs were assumed to be 3 percent, for 
certificate nur^e practitioner programs, 18 percent^ and for Masters nurse 
prac t i t ione'r programs , 36 percent b^sed upon re cent pas t expedience , ( 107 / 108/) 
Similarly, it was assumed t^iat the mix in the number of all physician extender 
programs would remain constant throughout the projection peridd. 

^ Sincle the physician extender .movement is largely sustained by the Federal - - 
, Government , the fqture supply is par t^cula^^y ^ensi ti^ve" to changes . in , ^. ' 

congressional mood. Thu^, the following supfJly assumptions are based upon 
differing levels of Federal funding and esti^rfates provided by individual 
program directory of future graduates in light of such funding,. Utilizing 
these assumpt^tis; three separate estimates were made: /I) it was assumed that 
'Federal funding would continue at its present level through t990;. (2) it was 
assumed that Federal funding would be reduced as of 1980, resulting in the 
halving of the numbers of graduate^ in 1982; and (3) it wa^ assumed that 
Federal funding would beincreased in 1980, so as to -triple the number of 
graduates as of 1982, /"^Separations from the projected manpower pool for reasons 
of deaths retirement, and temporary absence w4re estimated annually based upon 
survey data .( 109/ 1 1J[)/1 H /) ~ 

* w 

Pro ject ion Findings , , . 

In presenting these findings which are displayed in Table 20, it is essential 
to repeat the caveat that they relate only to formally trained physician 
extenders, and not^ tC the total^supply. Given the increased interest in 
training prerequi si\^es , it can be assumed, however, <hat larger and larger 
proportions of the total active 'supply will have matriculated in approved 
training programs. According to the findings displayed in this table, PAs and 
Medex will increase their numbers almost seven-fold, from 2,540 in 1975 to 
,18,520 in 1990, and centificate and Masters degree nurse practitioners will 
increase their number four-fold from 5,100 in 1 975 to 23,t)30 in 1990. The^e ' 
estimates are based upon the assumption that Federal funding will be maintained 
at its current level through 1990, If Federal funding is tripled as of 1980> 
the total number of physician assistants and nurse practitioners in 1990 would 
be increased ten-fold and six-fold, respectively over the 1975 level, and if 
Federal funcJing is halved in 19B0, the increase would be almost five-fold and 
three- fold , respectively , ' , ^ 
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TABLE 20 



1 




197S 1980 and 1990 










" . 1975 


1980 


1990 












5asii: 


. Low 


High 


TOTAL FH7SICXAM EXTENDER 


■ ^ . "^.fi^ 


IS, SAO 


41,550 




57,550 








18,520 


13,200 


27 , 700 


* physician Assi^t^Citt 




6,5S0 


16,640 


1 1 , 790 


26,440 




^ ^ ■ ^ 440 ' 
^ * - 


860 ^ 


^ 1,880 


1,410 ^ 


2,860 


Total'Kurse Practitioners fHPs) 






23,030 


IS, 840 


29,890 


- KP Certificate 


' ■ ' . ' . 3;800 


. fi,270 


15,680 


ll,tA0 


20,210 




' ^ J, 306 


3,160 


6,350 


4,700 


* 

9^,680 



\5ource- Phy*lci*n A««itttdnt6: Individual program direc tor'ff'^atitoatee of- 1^74-1980 Bnjcbilident * 

/ Kure« Pr^ctitionera : Stat« Unlweraity N^v York.. '^'^ChacACteriai^ica of Trainees .and Gradu^atea of Nurse 
1 ■ Practitioner Progrina/' 1:97A. * - ■* 

O , _ . ' * 

"1 nfftt: irirtaBers nmy i^ot e<fd due^-to rounding. ' /' 
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It is interesting to look at the current and projected supply of nurse practi- 
tioners in relation to the total nqtnbers of registered nurses^ .Considering the 
fact tjhat the 1975 supply of registered nuirses equalled 758,000 FTE, nurse\prac- 
titioners represent^ les-s than one percent of the total supply, and if'compared 
to the projected s'upply ot 1,246,700 FTE^ registered nurses in 1990, the*^- 
projected supply of nurse practitioners (23,030) wojuld represent only 1.8 
percent , ( il2 / ) , 

Relation to physicians and Thejlr PrCrj^ected Supply 

^ * ^ ' 

When the projected numbers ^f physician\^tenders C 29 , 040-57 , 59tf) for 1990, are 
.comp^r&d to the'-projected stippl;; of pritna^ry-cA^e physicians for 19^0, C209J90- 
2.5,7 ,730) it can be seen tha-t they will continite to, represent only a gtnall pro- 
portion o^ the total primary care manpowfii^, ^, ' 

Based on the^^ data, the lowest projected numbers. of primary care providers 
will be 238,230 and th^ highest projected numbers of .primary care providers 
win be 315,320, ^ ' , . * ^ 

Based on servi.ce capa<;ity- measurements related to patient visits (?ee Table 9^, 
an equiyafeney c^n b^ developed between physician extenders and primary care 
physicians, all other things being eqtfal. The methid derives from a 1975 sxudy 
by Scheffler of a national sample of phy sici an, assi st ants in al-l types~^of 
practice'settings._" He found that one PA can increase the productivity of a 
priVhary c4re physician by 63^ percent^, as measured by office visits. ThusT if 
the totaT 1975 supply of PAs (2,540) is muitiplied by this numbeir (63 percent), 
they would be equivalent in service capacity to about 1,600 primary car9 
physicians- The 1990 projected- supply of 18,520 pAs would be equival^aa^: in 
stf^rvice capac^ty^ to about 11 , 700 prithary care physicians,. ( 1 13 / ) - Similarly, if ' 
it is as§um4d that nurse practitioners will increase physician productivity by 
about' 40 percent (an arbi trary est imate obtained/by averaging the estimates 
displayed in Table 9), their 1975 supply of 5,10j0 would be equivalent in servfce 
capacity to about 2,000 primary care, physicians/i^ and their projected 1990 supply 
of 23,030 wojjlli be equivalent in service ^:apacxty to 9,200 primary care 
physicians-, ' I ■ " ^ 

Rami fi cat i on^ of Increasing Physici an Si:tf)ply 

According to these projections, physician supply will continues its dynamic 
increase which began ,in the sixt'ies and resulte<^ from expanded medical_^ school 
enrollments and removal of immigration res trie t iotjs - Efforts to" expand the 
supply in the late 1960's were tiased^on prevailing opinion 'that a physicia'n 
manpower shorjtage existed. The expansion in physician supply has been so' 
successful and the "pipeline capacity" for produci ng m6re physicians is so 
great that there is now an increasing concern about a potential oversupply of 
physicians. Logically, it could be assumed that oversupply would have several 
beneficial effects, namely improved health status and better distribution of 
physicians by specialty and Jby location. In fact these outcomes and relatid*!-" 
ships haye not been demonstrated. ' It is not clear how medical intervention ' 
relates to health status of populations' but it does seem clear that environ- 
mental factors and personal lifestyles may have a more direct relationship to 
health status than^ consumption of greater volumes of physician 'Services- 
Medical advances <ire approaching Che, point of limited returns in 'terms of 
increasing average life expectancies- Furthermore, despjte the phenomenal 
growth in physician supply^, specialty and location^! disparities persist, Irf 
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contrast, several symptoms of oversupply are now manifesting themselves, -^ong 
which are escalating health costs, declining 'productivity and overutjiiization. 

The tonventiopal economic laws^of supply and demand do not , appear to apply to 
thje' utilization of physicians * services.^ Some analysts suggest that physicians 
can generate demand for their own services; thus, increa&ing physician s\ipply 
calls forth greater utilization of the;ir services and also derivative services 
suc^ as X-^ray, hospital bed and laboratory demands^ Physicians have considei?*- 
^ble con^roj^over the volume and mix of services^ delivered by oth&r types of 
health personnel j also. This in turn increases th^ total and perhaps eveti unit 
cost o\ health services . ( 1 14/115 /) 

An oversupply of physicians may also displace o^het tyt>es of health manpower 
from theirVr^.les in the health care delivery system. Thus > physician, extenders 
may not ,be, utilized in the system despite their potential to reduce costs and 
augment physician productivity. 

'Phyisician^^Urplus ; ohen it exists^ affects, productivity of physicians and 3lso 
physician exte'nders. Reduction in productivity is difficult to document ih the 
absence of^ national and local statistic? on the*products or tot^ outputs- of 
phy^if:ians\ 'Likewise, data on phy^cians' earnings as a functio^ of the 
quantity of all services rendered are not, available . Wha-C is available is 
1 imi ted ^4iTf ormation on surgeons' operative workloads ia this , country , and these 
data irwlicate lover produc t ivi^^t;y or U.S. sur^eons^ iiv^eneral and by specialty, 
when compared to operative ^or^loads of surgeons in othet covintries , ( 116 / ) 
However J- these findings may be chal^lenged because only operative workloads are 
being measured v(,hereas U.S, surgeot^s may provide more non-opeifative services 
'than their forejtgjp jcounterparts . If physicians* productivity decreases^ as 
reflected by reduction in operative workloads^ there is concern that quality of 
Carre may be jeopatdized because of Jlack of technical proficiency. 

AnotKer potential rafi^ijfication of a physioian surplus is th? possibility of 
overut il izat ion of services, such as unnecessary surgery- This \s related to 
the issue of quality of care but in the ab^enc^ of accepted ■ norms and standards 
for required services, it is difficult to objectively id^n4:ify "unnecessary" 
procedures in indiv^<^ual ^ca^es , Res^^archers art on firmer grounds, however^ 
when comparing procedure rate^ among similar populatiorf gr'oups . Wennbefg^ in a 
study of smal'l area variations i;n operative rates rn New England found marked 
differences in tonsillectomy^ hysterectomy and cholecystectomy ra^tes for 
similar populations. There appears to be a /strong correlation between, higher 
operative rates and larger numbers of surgeons. These findings. lend>wpight to 
the -^contention that an overabundant supply, of surgeons may result ii/^j^^cessive 
or unnecessary surgery .( 117 /) \' ^ 

AREAS FOR FUR'rtlE:R RESEARCH . ^ ^ 

^ ~ - - . \^ 

In light of this' discussion of- supply and distribution of^hysic^ans and. 

physician extenders^ -it is evident that more definitive informat^ion is needed 

in many of the areas we have/^^pl*^^^^ * More comprehensive information will'**be 

o*f invaluable assistance in the formulation of po-licy regarding physician and 

physiciaa extender manpowe^r - X- 

There is i.nsuff icient information available on medical specialty nuinbers, 
definitions, functions, and productivity. Information is also needed on the 
role of the physician exterulerl career* patterns of physicians, the factors * 
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affecting s'pec ia 1 1 yj f^ f^HflFe , . and the optimal geographic distribution of 
physician speci;^^||^ts . the potential*impact ojE national health insurance! on 
thre diitribufl^n Ty specialty and geography of physician specialist manpower 
also warrants further inves t igat'ion . , ^ ^ 

^On#^o{ J;he major problems facing policymakers is the definition of the word 
"sp^<;iaiist/\ because* it is unclear which specific medical services should be 
ai\d are included in the province, of each specialty. As has been .demons tra ted ^ 
there is muth overlap in service provisions among^^spepial ists , the magnitude of 
which varies according to the specialty. aru attempt- to further understand 
spe<;ia,Hs ts ^and, the retationship to spec i fic, services , a large stufly on 
effort distributi^dn of physicians is .currently underway aU the University of 
Southern Cali£ornia. The purpose of t^ji^ study is to <Jevetop classificationr 
^poLogies- for various provider specialty roles based on encounter 
characteristics. Using data cjDllected from approximately 2A specialties^ the 

^contractor will classi^^ the range of types of encounters per specialty. - 

Anojt^er unknQwn i-s the number of full-time equivalent , physicians ?n each 
spec ialtyf thus , the data ba^es for ^^lopathic and osteopathic physicians need 
to be refineid. As was shown earlier^ a^rec^nt study attempting to. equate 
full-time equivalency with head counts, resulted in ^ignif i^cant differences- In 
order to determine full-time equiva'l^ncy, it is necessary to design instruments 
and aotlect data on the proportion of tota4 effort devoted '<o direct patient 
care, learning, teaching, 'research and administration, * >' 

Little, is known about how^office ba^ed physicians disti^ibute their time among 
rprimary, secondary^ ^d terti^afy specialty care. Data from the Study of ^ 
Surgical Services in the United States (SOSSUS) demonstrated that surgical 
services are provided by nohi-surgeons , ^ In addition', primary care services are 
often provided by non-primary care physicians, A further analysis of 
utili2ation ^data collected by 'the HationaJ Ambulatory Medical Care Surveyj the 
HealtK Interview'Survey^ and the ^University of Southern Cal i f ornia tStudy will 
be -helpfol in defining specialty content. However^ little light will be shed 
Gy\ihese stu<fies on the relationship between specialty content of practi'cej 
quality of Care and the relationship of both to the medical school and 
residency curricula- More research is^ needed in these areas. 

More information is 'urgently needed on career patterns in order to develop 
projections of physician specialty supply. Further determinations need to be 
made on the types and th^ magnitude of migrations of residents and active 
physicians' from one specialty\]to another during training an^ active practice 
years. Both thS Weiskotten and University of New Mexico longitudinal stOdie* 
have' provided some information on this sub jec t , ( 1 18/ 1 19 / ) 

The Study of Internal" Medicine Training. and Practice currently Underway > 
sponsored 'jointl); by the Federated Council on Internal Medicifie and the Bureau 
of Health ManROwer^ will provide substantive information on specialty migration 
within internal medicine and its subspecialties and its relationship to training 
ei[periences and purr^icula. Studies such as these need to be undertaken for 
other iaf.ge' spec ial ty groups. Further detailed examination of the AMA data 
^base itself and data obtai ned /TtSm several comprehensivej 'j]|^itu^3T^l studies 
would aAsQ shed light on this Uttbject. Qeterminatipns of the future physician'' 
speci^ist supply would also be improved by additional knowledge of the number 
and current and future roles of foreign medical graduates- 



Although a considerable amount of Vork has been done in the area of physician 
specialty arid geographic choic^^ the rfesults are somewhat- coritradictory^ 
warranting further research to support the development -Of sound policy. This' 
would require an indepth, comprehensive, longitudinal assessment of specialty 
choice including: (1) personal attributes of the physician^ (2) medical 
education experienced; (3)*^onstraints on the profession; (4) community 
character^si CCS J and (5) family pressures. 

/ ■' ^ . 

A further area for research concern^ the geographic dist^ri^hutibn of physician 
specialists^ physician extenders, associated health personnel and facilities. 
Hampering these determinations is the lack of ^an optimal ge&graphic ^unit for 
area designation^. Health Service Areas have been designated as the most 
rational local planning units as a result of the National Health Planning and 
Resources Development Act of 1974. The use of designated Health Service Areas 
as workable geographic reference "and health market areas needs further 
investigation . 

•* * . 

Several studies funded by the Bureau of Health Manpower are addi;essing. the 
"is^sue of adequate distribtltion of the individual specialties. For example ^ 
jJata<on surgeon productivity and its relationship to biographic and training 
•^characteristics is being analyzed fr^ the perspective of desired workloads, 
'. optimal numbers and mixes of the nine major surgical specialty groups^ and the 
optimal geographical distribution by HSA type. Or^ the basis of these aVtalyses , 
the con t,r actor wi 1 1 deve lop* policy recommendation^ « Similarly , dermatologists 
are" devel9ping/ optimal estimates of dermatologist distributioil^ ^at the HSA ' 
level. The'se estimates will be bfised on the prevalence of dermatologic 
jdiseases^ estimations of norms of care^ utilisation: rates, and physician^ 
productivity. " . - v ^ 

Research on geographic location choices of physicians must continue inorder to 
facilitate improvement in the d^^stribution of medical personnel into shortage 
areas. This research must include, an ass^s^ment of. selection criteria under;- 
lying the desire to practice in a shortage are^a, an evaluation of the influence 
of training programs, and a practical understanding of institutional frameworks 
and linkages whioh can provide professional stimulation and>^ferral services. 

Finally^ the role pf physician extenders is still ambiguous and investigations 
need' to be made as to their productivity and th^ relationship of that productiv 
ity to practice setting an<} tcs" physic lan and patienp characteristics* Further-- 
more> little is known as to their potent lal . for ameliorating present uneven 
distribution of primary care, services because their ut i 1 iza tion is so closely- 
related to direct physician supervision. In addition, the predilection of 
physician extenders for choosing underserved areas for practice is not fully 
knovn. Other unknown aspects of phy'sician extender utilization are thfe qliality 
of care they render in the many possible settings in which they are used; the 
impact of altering reimbursement procedures on their utilization; and the 
possible effects of National Health Insurance on the costs .of and demands for 
physician extenders . • ^ 

PQtlCY ISSUES AND OPTIOHS ' 

Policies^ strategies and priorities which impact on the supply and distribution 
of physicians and physician extenders have to be developed^ 
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Ac present^ our analytic cap^biFicires ar^ not sufficienC co fin^ tune ,adjusc- 
mencs on projections o£ the future supply of specialty manpower^ Thi^ does not 
preclude using the available .evidence , chough -subjective in many case«, for 
policymaking. For example, ic is generally believed cbac Che availabi licy of , 
primary cate manpower is "uisufficienc . However > , prior co making de cermi'tlacions 
as Co Che m^gnicude^of ctiT\horCa^, decisions have co be made as co whac che * 
' role of [Shysici*n assiscant?' and nurse practiciqners should be, .and whecher o"r^ 
noc "cheir supi^ty should be isflcreasedi and if so, whaC' effecc chis vquld have on . 
prinfary care/physician supply, ucilization, and training requirements. WhaC^vec 
the magnitude of Che shorCag^,, (Jecislons h^ve co be made regarding the approprir 
ace Federal dc Cion . " . " ■ ^ . ■ ' J 

~< 

The third issue concerns Che geojgraphic locacion of physicians and physician 
^ exCenders' ih praccice. This i Sortie is even more complex a-c Che nacional level 
« Chan Che basic issue of special tjrdis^cr ibucion . Increasing che supply of fhy^ 
sicians does noc by icself ameliorate ||&ograpKic maldis Cr ibucion , assuming chac 
Che same faccors l«adij>g co che presenc disCrib^^cion concinue to operace. Thus, 
chose specialcies which have jsignificancly 6r)favorable geographic discribution. 
pacternd, e.g., p^ychiacry, may require aft inctease in supply co overcome mal^ 
discribucion buc only'on a cargeced basis: Ac the same cime, however,_ the use 
of alcernaciv^ manpower resources such as maecers level counselors and psycfiol- 
o^giscs, muse also be explored. ' * 

* I ' * 

Programs and policies designed co remedy uneven physician discribucion \?y geog- 
Jfliphyj and specialcy already exisc and .v/i-ll lil;ely be expanded iti che area of i 
graduace medical educacion. This is> an ideal, place co affecc che kind of ph^ 
sicians produced because chis is wbef^e che communicy, che bealch care syscem^ 
and. che praccicioner come t<>gether." Furthermore > graduace educacion is in 
large f^arc che key co specialty and to some lextenc geographic discribucion. 
Consequencly, any serious actempc to remedy Or^modlfy specialty discribucion 
musc also address che discribucion of Graining opporCuoities , in addition co 
che conCenC and financing o,f Craining pro^rams^ The fiiiancing of graduace 
medical educacion, p^rticfularly primary cate training ia ambulatory sectings, 
is a crucial problem awaiting solutiorr. . "^i^ is the subject of another paper 
in this series for the Graduate Medical'- Education Na^tional Advisory Conmiit'tee. 

The fourth issue relates to the means by which a iBOre equitable distribution of 
physicians both by specialty ajjiJ geography can be affected. Previous dis- 
cussion of the literature Jed to tlie . cone losioa that further research must be 
conducted before a ^sound policy can be developed in regard ^^to specialty and 
geographic location decisions of medical recruits. Once this i^ better under- 
stood, assessments can be made as to.^he relative payoff potential of i^licles 
which would: (l) develop s^lecCion criteria to aid in identification of indi- 
viduals who are more likely to choose primary care^ and shortage area locations; 
(2), increase special training resources tcr deye lop^ski 1 Is in .printary care and 
influence students to select prinj^ary care and sjiortage area practice; or (3) a 
combination of thetabove. \ , . 



The fifth issu^ Qoocerns access which, is only pat^ti^lly related to the available 
supply and Inix of phy&ician/specia li s t s . jAcces^i^t^, f^fined jsimply, is 'a measure 
*M the ease o^'"difficulty with whieh all. indiviiJuals^btain basic, health care 
' services. Access can be measured in tjerm^ of the effort expended t>y patients 
/ and their degree o^ success in jsbtaining care; thus> it is a .dynamic concept 
^ involving the seeking .and obttfining-^f cai|e. , On thfe other hand^ avoilabi^lity 
. is a static concept which rejates to types of services in existenj^e, hours 
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